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CARCINOMA OF THE COLON 
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Carcinoma of the colon differs from cancer 
in other areas of the body in one significant 
respect: It offers a better prognosis. As in 
most malignancies, the prognosis depends 
primarily upon the stage at which the dis- 
ease is discovered. It is often difficult to 
make an early diagnosis, since the symptoms 
and signs are by no means peculiar to car- 
cinoma of the colon. They may, in fact, be 
far more suggestive of some other disease. 
In such cases, the fate of the patient may 
depend upon the clinician’s ‘“‘cancer con- 
sciousness.” As a rule, however, the diagno- 
sis may be readily suspected if one bears in 
mind that the right and left halves of the 
colon differ in anatomy and function, and 
that carcinoma presents certain definite and 
different clinical manifestations in the two 
halves. 


The right colon is large and movable; its 
walls are thin and permeable, its contents 
are liquid, and its function is digestion and 
absorption. Carcinomas in this half, especi- 
ally below the hepatic flexure, are usually 
large, bulky, ulcerative growths of the med- 
ullary or mucoid type, with irregular, exten- 
sive surfaces. Because of the large lumen, 
the liquid contents, and the tendency of the 
malignant growth to perforate and form an 
abscess, obstruction is seldom pronounced. 

The left colon is smaller than the right; 
it is more tubular and muscular, and, with 
the exception of the sigmoid, is immovable. 
The function of the left colon is storage, and 
its contents are soft or solid. Malignant 
growths on this side are of a scirrhous or 
fibrous character, encircling the bowel and 
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producing obstruction early in their course. 
The majority are located in the sigmoid flex- 
ure. 

Growths in the transverse colon may be 
either proliferative or constrictive in type. 
Those near the hepatic flexure are more 
often proliferative, whereas those near the 
splenic flexure are usually constrictive. 

Diagnosis 
Carcinoma of the right colon 

On the whole, carcinoma of the right colon 
manifests itself later and presents more 
diagnostic difficulty than cancer of the left 
half. The outstanding symptoms produced 
by lesions on the right are: anemia, with 
loss of appetite, weight and strength; di- 
gestive disturbance or a sense of discomfort 
in the abdomen; and a palpable mass in the 
right side or middle of the abdomen. In ad- 
dition, the rapid absorption from extensive 
ulcerating growths in this location usually 
gives rise to toxic symptoms, such as fatigue, 
nervousness, insomnia, and headache. Pain 
and melena usually indicate a late stage of 
carcinoma in the right colon. 

Anemia has been observed in almost two 
thirds of our patients with carcinoma of the 
right colon. Weakness and loss of appetite 
were associated in approximately 50 per cent 
of these. Not infrequently, the sole clue to 
the diagnosis was the patient’s complaint of 
profound weakness, suggesting the anemia. 
In many cases the resemblance to pernicious 
anemia was striking; in fact, the distinction 
was not always clear until the roentgeno- 
gram revealed the malignancy. 

Digestive symptoms—excessive gas, nau- 
sea and vomiting, and diarrhea, frequently 
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alternating with constipation—have been re- 
ported by more than half of our patients 
with carcinoma of the right colon. Blood 
was found in the stools of half the patients. 
Practically the entire group complained of 
discomfort, soreness, or some degree of pain 
in the epigastrium or right side of the abdo- 
men. Pain, especially if severe and intermit- 
tent, was almost universally associated with 


definite obstructive symptoms, such as gas- . 


eous distention, borborygmus, and _ visible 
peristalsis. In carcinoma of the right colon, 
these symptoms most often point to obstruc- 
tion at the ileocecal valve or the hepatic flex- 
ure, and occasionally to volvulus or intussus- 
ception incident to the tumor. 

The main diagnostic difficulty offered by 
many carcinomas of the right colon charac- 
terized by digestive disturbances and pain 
is their distinction from gallbladder disease, 
appendicitis, duodenal ulcer, and amebiasis. 
This distinction is particularly difficult if the 
symptoms are not clearly defined. In view 
of the prevalence of the latter diseases, it is 
but natural that the clinician should think 
of them first. He should also think of car- 
cinoma, however, in every patient who pre- 
sents a digestive complaint, and should not 
consider the examination complete until the 
possibility has been excluded or confirmed 
by roentgenographic studies. The more 
vague the symptoms referable to the right 
colon, the more suspicious should one be of 
carcinoma. 

A palpable mass has been observed in 
more than half of our patients with carci- 
noma of the right colon. Several of the pa- 
tients had discovered the mass themselves 
and had come for examination solely on this 
account. In such cases also, a roentgeno- 
gram is imperative to exclude the possibility 
of other types of lesions and to confirm the 
presence of a carcinoma. 


Carcinoma of the transverse colon 


The symptoms and signs of carcinomas of 
the transverse colon depend upon their type 
and location—whether they are proliferative 
or constrictive, and whether they are in the 
right or left half of the segment. In the 
right half they are more likely to exhibit 
the characteristics of right-colon malig- 
nancy; beyond the middle, they generally 
present those of left-colon lesions. 
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Carcinoma of the left colon 


The outstanding feature of carcinoma of 
the left colon is obstruction. As a rule, this 
manifests itself insidiously, as an alteration 
of bowel function—either constipation or 
diarrhea, or both alternately. More often 
than not, blood and mucus appear in the stool 
sooner or later. Loss of appetite, nausea, 
and vomiting are not uncommon. Pain is 
experienced earlier than with lesions of the 
right colon; it may be dull and aching, 
though generally it is intermittent and 
cramp-like. A palpable, tender, firm mass 
may be elicited, especially if the growth is 
in the transverse segment or sigmoid. Visible 
or palpable peristalsis and a rumbling, gurg- 
ling or tympanitic sound, with abdominal dis- 
tention relieved by the passage of gas, com- 
plete the picture. Not infrequently, the loca- 
tion of the growth may be indicated by the 
fact that borborygmus and peristalsis cease 
at that point. Urinary infection incident to 
pressure of the tumor upon the urethra may 
produce urinary frequency, rigors, and fe- 
ver. A sense of weight in the lower abdo- 
men anc pain in the back and down the legs 
are other symptoms which are often asso- 
ciated. Anemia, weight loss, and cachexia 
are usually late manifestations of carcinoma 
of the left colon. 

In our experience, pain was the most com- 
mon symptom of carcinoma of the left colon, 
being present in more than three fourths of 
the cases. In almost three fourths of this 
number the pain was severe. Two thirds of 
the patients reported constipation. Disten- 
tion was present in more than half the cases, 
and bloody stools in almost half. Approxi- 
mately a fourth of the patients had diar- 
rhea, nausea and vomiting, and borboryg- 
mus. It is noteworthy that a third of the pa- 
tients were anemic. 


Carcinoma of the rectum 


The diagnosis of carcinoma of the rectum 
should be relatively easy. The outstanding 
features are constipation, a sense of fullness 
and pressure within the rectum, frequently 
pain and tenesmus on defecation, and the 
passage of bright blood and mucus. Other 
prominent symptoms and signs are abdomi- 
nal distention, pain, a mild diarrhea, anemia, 
weight loss, and weakness. In these cases 
also, urinary disturbances incident to pres- 
sure upon the urethra may be described. As 
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a rule, a mass can be felt in the rectum on 
digital examination, and can be seen through 
the proctoscope. Almost 90 per cent of our 
patients with rectal carcinoma had observed 
blood in the stools, and more than 50 per 
cent complained of constipation, rectal dis- 
comfort, and rectal or abdominal pain of 
greater or less degree. The growth was pal- 
pable in 83 per cent of the cases, and in the 
remainder was apparent on proctoscopic ex- 
amination. 

Digital examination and proctoscopy 
should be an integral part of the study of 
any patient who presents symptoms refer- 
able to the lower colon and rectum. Proctos- 
copy is useful not only for visualizing lesions 
beyond the palpating finger, but likewise for 
taking specimens for microscopic study. Bi- 
opsy should be made whenever an _ ulcerat- 
ing or bleeding rectal mass is found. Too 
often a malignant growth in the rectum is 
mistaken for some other disease, usually 
hemorrhoids. Eleven per cent of our patients 
with carcinoma of the rectum had_ been 
treated for bleeding hemorrhoids. 

The importance of x-ray examination 

Not infrequently, the diagnosis of carci- 
noma ot the colon may be made from the his- 
tory alone, and one should always be able to 
elicit one or more symptoms to suggest its 
presence. We have had a few cases in which 
the history provided the sole clue to the diag- 
nosis, the entire examination being negative. 
As a rule, however, the diagnosis hinges up- 
on the roentgenogram. Every patient who 
presents a single symptom of carcinoma 
which has persisted over a period of several 
weeks should have a complete roentgeno- 
graphic study of the gastro-intestinal tract, 
unless the cause is found on digital and proc- 
toscopic examination. The gastrointestinal 
series should include studies following the in- 
troduction of barium not only by mouth, but 
by enema; fluoroscopic examination should 
be employed during injection of the barium 
to reveal any lesions which might be ob- 
scured by overlapping areas of the colon. 


Surgical Treatment 


The notable improvement in the morbidity 
and mortality associated with surgery of the 
colon within recent years may be attributed 
in large part to improved methods of pre- 
operative and postoperative care. We have 
come to realize the advantages of preparing 
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these patients so that they have every op- 
portunity of coming through the surgical 
procedure safely and, with the help of the 
new postoperative measures, of going on to 
recovery. Such patients are usually in a poor 
nutritional state as a result of their inability 
to take food; they are dehydrated, anemic 
and toxemic, and their blood chemistry val- 
ues are materially altered. Fortunately, even 
the most desperately ill may now be prepared 
so that operation may be performed with 
reasonable safety. Modern preoperative 
treatment consists in the administration of 
fluids intravenously; blood transfusions; a 
high-calorie, high-vitamin, and low-residue 
diet; the use of amino acids, blood plasma 
and serum globulin to restore protein defi- 
ciencies; and sulfonamide therapy to mini- 
mize the danger of infection. 


Carcinoma of the right colon 


For carcinoma of the right colon, we con- 
sider the one-stage operation with ileotrans- 
verse-colostomy the best procedure. Unless 
obstruction is severe, it is unnecessary to use 
the Miller-Abbott tube or make a vent to the 
surface to overcome distention. In more ad- 
vanced obstructions, the use of the tube for 
a few days prior to operation will often de- 
compress the bowel sufficiently to permit the 
performance of a right colectomy in one 
stage. 

The choice of the type of anastomosis in 
right colectomy is largely a matter of indi- 
vidual preference. Formerly, we employed 
the end-to-side technique (end of the ileum 
to the side of the transverse colon), but in 
more recent years have preferred the side- 
to-side anastomosis using an open method. 
The wound is usually closed without drain- 
age, and satisfactory bowel function is quick- 
ly established. Experience has proved that 
there is little danger of peritonitis and 
wound infection. 

Until a few years ago, surgeons every- 
where emphasized the importance of com- 
plete and thorough peritonization of the 
gutter after removal of the right colon. The 
majority have now abandoned this painstak- 
ing part of the operation, no longer making 
an effort to cover the raw space left by the 
resection. Our own results have been equally 
as good without peritonization as with it. 

In the literature, frequent references are 
made to the use of the Mikulicz operation 
for right colectomy. We have never felt justi- 
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fied in subjecting patients to multiple opera- 
tions when a one-stage procedure can be 
performed so safely. With the latter, the pa- 
tient is well and out of the hospital within 
two or three weeks, whereas with the Miku- 
licz technique the total hospitalization cov- 
ers a period of several weeks. Thus, not only 
does the Mikulicz procedure necessitate re- 
peated surgical risks and an unnecessarily 
prolonged period of disability, but it also 
imposes a greater financial burden on the 
patient. If one could prove the two-stage 
operation to be safer, the elements of time 
and expense might be disregarded; but our 
experience has not shown that it affords any 
greater measure of safety. 


Carcinoma of the transverse colon 

For carcinoma of the transverse colon, we 
prefer a one-stage resection with end-to-end 
anastomosis. The majority of our patients 
with carcinoma in this segment have had 
only a mild degree of obstruction and have 
not required a preliminary decompression 
operation. The Mikulicz operation is satis- 
factory for growths of the transverse colon, 
but again has the disadvantage of involving 
multiple stages, with their attendant risks 
and prolonged period of hospitalization. 


Carcinoma of the left colon 

For lesions of the splenic flexure and left 
colon we formerly employed the Mikulicz 
principle almost exclusively ; during the past 
several years, however, we have performed 
primary resection routinely. A large wedge 
of the gland-bearing mesocolon may be re- 
moved with equal ease by either method. In 
several cases we have employed primary re- 
section, with end-to-end anastomosis, for le- 
sions low in the sigmoid. 

If the obstruction is of mild degree, we 
do not make a vent to the surface. In our 
early experience with primary resection and 
end-to-end anastomosis, a temporary tube 
colostomy was done, with the idea of avoid- 
ing postoperative distention and leakage at 
the suture line. This practice was discon- 
tinued some time ago, and, thus far, we have 
not observed evidence of leakage in a single 
case. If the obstruction is severe, however, 
a preliminary transverse colostomy is made 
and the distal segment is irrigated for two 
or three weeks before the resection is done; 
the colostomy is closed later. If the colon is 
mobilized so as to permit closure without 
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tension, if the different layers of the colon 
walls are sutured properly, with adequate 
closure of the mesocolon and complete cover- 
age of raw space, and if sulfonamide 
drugs are given prophylactically, obstruc- 
tion and infection are remote possibilities. 
The ultimate success or failure of the opera- 
tion obviously depends upon whether all the 
malignant tissue, including the glands, is re- 
moved. 


Carcinoma of the rectum 

During the past several years we have 
performed an abdominoperineal resection 
for almost all carcinomas of the rectum, and 
for a number of cancers at the recto-sigmoid 
juncture. In all except our earlier cases, 
the operation has been completed in one 
stage. 

We are of the opinion that the first con- 
sideration in the treatment of carcinoma of 
the rectum and rectosigmoid is to cure the 
patient. This being true, one should not per- 
mit sentiment to deter him from doing a 
thorough resection, and removing the anus. 
We have performed a number of anterior re- 
sections for lesions in the rectosigmoid or 
upper rectum, leaving the anus. This proce- 
dure, however, has been limited to cases in 
which there was extension to neighboring 
structures and possible metastases in the 
liver. It is a palliative measure, designed 
only to remove the growth, overcome ob- 
struction, and make the patient more com- 
fortable. 

One feature of the surgical technique 
which we unfailingly observe concerns the 
closure of colostomy wounds. We have found 
that delayed closure—that is, packing the 
wound with antiseptic gauze, allowing the 
sutures to remain untied, and, forty-eight 
hours later, removing the gauze and tying 
the sutures tight—is the best protection 
against wound infection. Primary healing 
takes place in practically every case. 


The importance of exploration 
and radical extirpation 

Our experience with colon surgery has 
taught us that the abdomen should always 
be explored throughout at the time of laparo- 
tomy. Occasionally, one will be surprised to 
find multiple malignancies, either in the 
colon alone or associated with growths else- 
where. We have had this experience in sev- 
eral of our cases. 


his ; 
4 
4 
i 
ee 


July, 1947 


With all the refinements of preoperative 
and postoperative care, we have grown more 
and more bold in our surgical attack upon 
carcinoma of the colon. We are now doing 
resections even in the presence of a moder- 
ate amount of liver metastases, having found 
that occasionally a life is thereby prolonged 
a surprising length of time, and that the pa- 
tient’s remaining existence is at least made 
more tolerable by extirpation of the original 
growth. 

We do not hesitate to do a resection when 
the lesion has invaded an adjacent viscus, 
provided the risk is not too great. If one 
follows the rule of doing as radical an extir- 
pation as is possible, he may sometimes add 
years to a patient’s life. 


Types of Operations and Distribution 
of the Lesions 


In our experience, more than three fourths 
of all diseases of the colon requiring opera- 
tion have been carcinomas. This statement 
does not include patients who had merely an 
exploration nor those whose condition was 
regarded as hopeless without exploration. 
We have explored or operated upon a total 
of 233 patients. Of these, 32 had an explor- 
ation, 28 had a palliative operation, 4 had a 
local excision of a malignant polyp, and 170 
had a resection. One patient had two resec- 
tions at an interval of ten years, making a 
total of 234 operations. The distribution of 
the lesions is shown in table 1. 


Table 1 
Distribution of Carcinomas of the Colon in 234 Cases 
Location No. Per Cent 
Transverse colon ..... 8.5 


Results of Operation 


Since, for purposes of this discussion, we 
are interested only in resections, we have 
analyzed the operative and ultimate results 
in those cases in which this procedure was 
employed. In order to evaluate better the 
newer mefhods of preoperative and postoper- 
ative treatment, as well as the newer surgi- 
eal techniques, we have divided the cases 
into two groups: (1) those in which resec- 
tion was performed before 1939, and (II) 
those operated on after that date. The num- 
ber of resections and the operative mortality 


are shown in table 2. 
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Table 2 
Resections of the Colon and Rectum for Carcinomas 
in 234 Cases (233 Patients) 


Group Cases Resections Operative Deaths 
No. Per Cent No. Per Cent 


I (Prior to 1939) 59 10 +28 
Il (1939-1947) 175 135 =77 5 3.7 
Total 234 170 =72.6 15 9 


It will be observed that, in our experience, 
the mortality associated with resections for 
carcinomas of the colon has decreased ap- 
proximately 24 per cent since 1939. Further- 
more, better preparation of patients and the 
use of better methods of anesthesia enabled 
us to perform resections in a large number 
of poor-risk patients. Another factor re- 
sponsible for the higher percentage of re- 
sections in group II is the extension of our 


criteria for resection. 
Operative mortality 

Of the 5 postoperative deaths in group II, 
4 followed abdominoperineal resection for 
rectal carcinoma, giving a mortality rate of 
8.3 per cent in the 48 cases of rectal carci- 
nomas in this group. One of these patients, 
a man aged 68 years, should not have had 
an operation, as he was a diabetic and sut- 
fered from cardiovascular disease. He ap- 
parently died of either a cerebral embolus or 
an acute heart attack. One, a 45-year-old 
woman, died on the table without any appar- 
ent cause. The third, a woman aged 60, died 
of acute urinary retention; and the fourth, a 
man of 74, died of peritonitis following acute 
distention and perforation of the sigmoid. 

The one remaining death in group II fol- 
lowed a two-stage resection of the sigmoid 
with end-to-end anastomosis, and was due to 
uremia. The patient was a man 75 years of 
age. This one death constitutes an operative 
mortality of 2 per cent for resections of the 
left colon and 0.87 per cent for all resections 
of the colon, exclusive of the rectum, since 
1939 (table 3). 

Table 3 


Mortality of Resections for Carcinomas of the 
Colon and Rectum 


Group Rectum Deaths Colon Deaths 


No. Per Cent No. Per Cent 
I (Prior to 1939) 10 1 10 25 9 
II (1939-1947) 48 4 8.3 8&7 1 
Total 58 5 8.6 112 10 
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We have had no fatalities from colon re- 
sections in more than six years, since we be- 
gan to employ one-stage resections of the 
transverse and left colon. 

Survival rate 

Of 60 patients who had a resection for car- 
cinoma of the colon or rectum more than 
five years ago, 1 is living twenty-four years 
later, 5 are living fifteen or more years later, 
4 have survived ten years or longer, and 13 
have survived five years or more. These 23 
patients represent 38.3 per cent of the 60 on 
whom resection was performed. During this 
same period 33 patients had either a pallia- 
tive operation or merely an exploration. On 
the same percentage basis, 12 of these pa- 
tients would have lived five years or more 
had they come to operation before their con- 
dition had become hopeless. This figure does 
not take into consideration those who did not 
even have an exploration. 

Our percentage of ten-year survivals is 
considerably higher than our five-year survi- 
val rate. This fact would indicate that our 
efforts to bring these patients to operation 
while their disease is still curable have been 
of little avail. On the other hand, the fact 
that 38.3 per cent of the patients in this 
group who had the benefit of resection have 
survived from five to twenty-four years illus- 
trates the favorable prognosis that may be 
offered the unfortunate victims of carcinoma 
of the colon when the lesion is recognized 
and removed before the malignant cells have 
spread bevond the reach of the scalpel. 


The training of the doctor, which began with ob- 
servations on and the care of the sick individual, is 
due now for a great forward stride. Observations 
on whole communities, whether great or small (or 
on appropriate samples) and improved health pro- 
visions for them. must henceforward become the 
prior objective. The individual is not likely to suffer 
neglect in the process, for all communities are com- 
posed of individuals. For generations yet we shall 
doubtless continue to build our costly hospitals and 
clinics, and require our armies of practitioners and 
ancillaries, but meanwhile we must at least embark 
upon the crusade which will end in the steady re- 
duction of waiting-lists and the closure of hospital 
wards, and which will eventually put the physical, 
mental and moral health of peoples before their ma- 
terial wealth. In that crusade—whether by our re- 
searches, by realistic reforms in teaching, by the 
better education of the people or direct representa- 
tions to government—it is our first duty as physi- 
cians to explore and prepare the way.—John A. 
Ryle: Social Pathology and the New Era in Medi- 
cine, Bull. New York Acad. Med. 23:329 (June) 1947. 
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STREPTOMYCIN IN TULAREMIC 
PNEUMONIA 
With Two Case Reports 


ARTHUR J. DRAPER, M.D. 
CHARLOTTE 


Although there have been many recent re- 
ports emphasizing the remarkable efficacy 
of streptomycin therapy in tularemic infec- 
tions''’, we feel that presentation of the fol- 
lowing cases is justified in order to stress 
the importance of early diagnosis of the 
pleuropulmonary form and to point out a 
relatively frequent complication, pleural ef- 
fusion. 

Case Reports 
Case 1 

A 40-year-old white male salesman was admitted 
to the Charlotte Memorial Hospital on January 2, 
1947, complaining of severe weakness and malaise 
of five days’ duration. Early one morning, as he was 
hunting, he feit overpowering weakness and malaise. 
Next day his temperature rose to 102 F., and there- 
after varied between 102 and 103 F. until admission. 
Headache developed two days before admission, and 
he was “out of his head off and on” thenceforth. 
Nausea with occasional vomiting had been present 
three days. There were no symptoms referable to 
the chest except a slight, nonproductive cough. The 
patient had been hunting rabbits daily for at least 
two weeks before the onset of his illness, and skin- 
ning each day’s bag barehanded. 

Physical examination upon admission revealed an 
acutely ill, restless white male. The temperature 
was 100 F., pulse 120, respiration 24. The blood 
pressure was 114 systolic, 70 diastolic. Except for 
occasional sibilant rales over the lung bases and 
tenderness to deep palpation beneath the right 
costal margin, there were no significant findings. 

Admission laboratory data were as follows: red 
blood cells, 4,360,000; hemoglobin, 13 Gm. (90 per 
cent); white blood cells, 6,550, with 89 per cent neu- 
trophils, 10 per cent lymphocytes, and 1 per cent 
eosinophils. Urinalysis was normal except for a 
trace of albumin. A roentgenogram of the chest 
made on the second hospital day showed pneumonia 
in the left infraclavicular area and in the lateral 
aspect of the right chest. 


1. (a) Heilman, F. R.: Streptomycin in Treatment of Experi 
mental Tularemia, Proc, Staff Meet., Mayo Clin. 19: 


558-559 (Nov. 29) 1944. 
(b) Foshay, L., and Pasternack, A. B.: Streptomycin 
Treatment of Tularemia, J.A.M.A. 180:393-398 (Feb. 


16) 1946, 

(c) Gordon, A, M.: Streptomycin in Tularemia, J.A.M.A. 
132:21-22 (Sept. 7) 1946. 

(d) Howe, C.. Correll, L. L., Borkwalter, H. L.. and 
Ellington, H. V.: Streptomycin in Tularemia, J.A.M.A. 
132:195-200 (Sept. 28) 1946, 

(e) Foshay, L.: A Comparative Study of the Treatment 
of Tularemia with Immune’ Serum, Hyperimmune 
Serum, and Streptomycin, Am. J. Med. 1:180-188 
(Aug.) 1946. 

(f) Hartnett, W. G.. and Mollica, S. G.: Tularemia: 
Treatment of a Case with Streptomycin, South. M. J. 
39:774-777  (Oct.) 1946. 

Nichols, D. R., and Herrell, W. E.: Streptomycin; 
Its Clinical Uses and Limitations, J.A.M.A. 132:200- 
206 (Sept. 28) 1946. 

(h) National Research Council, Chester S. Keefer, M.D., 
Chairman: Streptomycin in Infections, J.A.M.A. 132: 
70-77 (Sept. 14) 1946. 

(i) Hunt, J. S.: Pleuropulmonary Tularemia, Ann. Int. 
Med. 26:263-276 (Feb.) 1947. 


4 
ae 
| 
4 
| 
| 
| 
| 
| 
| 
j 


July, 1947 


oF 
§ 678 /0 // (2 13 14 1S (6:17 18 19 202! 22 29 26 25 26 37 18630503) 


3 
& 
JAN 23456789011 213 1415 617 O19 


Fig. 1. Note prompt response of the tempera- 
ture curve to streptomycin, yet failure to reach 
normal levels until after thoracentesis. The 
temperature was not charted on January 17. 


The patient’s course during the next four days was 
alarming. On the second hospital day he had a 
shaking chill followed by a rise of temperature to 
105.8 F. (fig. 1). He was irrational and delirious 
most of the time. The cough became more harassing, 
and drenching sweats were frequent. Nausea and 
vomiting occurred once or twice daily. Though the 
presumptive diagnosis upon admission was atypical 
pneumonia, penicillin was administered as a_pre- 
cautionary measure. As a glance at figure 1 shows, 
it had no beneficial effect. 

Streptomycin was started on the fifth hospital 
day in doses of 0.5 Gm. (500,000 units) intramus- 
cularly every three hours. Within twenty-four hours 
the patient was no longer irrational, and his fever 
had begun to fluctuate at lower levels. During the 
next nine days, he held his clinical gains and noted 
an increase in appetite, while his temperature, still 
swinging in type, remained at much lower levels. 
He continued to cough, however, without raising 
significant amounts of sputum, and to complain of 
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an almost constant aching pain in the right lower 
chest anteriorly, accentuated by coughing. On the 
sixteenth hospital day a friction rub was heard over 
the right base posteriorly and in the axilla. Next 
day flatness to percussion, absence of tactile frem- 
itus and breath sounds, and egophony at the seventh 
right interspace posteriorly denoted pleural effusion. 
Thoracentesis produced 600 cc. of serosanguineous, 
almost coffee-colored fluid with a specific gravity of 
1.016 which, on smear, showed numerous red blood 
cells and white blood cells. Thereafter, the patient 
rapidly improved. His temperature remained nor- 
mal, he complained of no chest pain or cough, and 
he began to regain weight and strength. Discharged 
on the twenty-eighth hospital day as much improved, 
he continued to do well; six weeks after dismissal 
he had reached normal weight, after having lost 25 
pounds at the peak of his illness. 

Changes in the agglutination level were pro- 
nounced (fig. 1). Agglutination tests with Pasteur- 
ella tularense were negative at first, but the titer 
rose to 1:40 on the third day of streptomycin therapy 
and to 1:2560-+ fifteen days later, after 30.5 Gm. of 
streptomycin had been given over an eleven-day 
period. X-rays showed progression in the pneumonic 
process from admission to the thirteenth hospital 
day (fig. 2), but had markedly improved two days 
before discharge (fig. 3). 

Comment 

The diagnosis in this case was by no 
means obvious. Symptoms of severe intoxi- 
cation — high, relatively sustained fever, 
drenching sweats, delirium, nausea, and 
weakness—were much more prominent than 
local symptoms of cough and chest pain. 
Physical examination, too, yielded meager in- 
formation. The history of contact with rab- 
bits in a gravely ill patient with roentgeno- 


Fig. 2. Chest film taken on seventeenth day of 
illness, showing maximal spread of pneumonia. 


Fig. 3. Chest film taken on thirtieth day of ill- 
ness, showing pronounced clearing of right lung 
and left apex, though the diaphragm is still 
elevated at the site of fluid removal. 
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graphic evidence of atypical pneumonia led 
to the use of streptomycin. Clinical improve- 
ment was rapid and dramatic; in our opin- 
ion, the patient owes his life to the drug. 
Complete recovery, however, did not ensue. 
The persistence of dry cough, chest pain, 
and low-grade fever was doubtless due to a 
pleural reaction which eventually resulted in 
the formation of pleural fluid, serosanguine- 
ous in type. When this was withdrawn, re- 
covery was unimpeded. 

A high agglutination titer quickly devel- 
oped, rising from zero to 1:2560+ in two 
and a half weeks. Although roentgenograms 
showed a spread of pulmonary infiltration 
from January 3 to January 14 (two days be- 
fore streptomycin was discontinued), resolu- 
tion of the process was rapid thereafter, as 
the film of January 27 shows. The amount 
of streptomycin used was greater than that 
said to be necessary to control tularemia, but 
we felt that the desperate condition of the 
patient warranted maximal dosage. 


Case 2 


A 10-year-old farm boy was admitted to Good 
Samaritan Hospital on June 25, 1947, in a state of 
mental confusion, disorientation, and drowsiness. 
Five days before, he had noticed general malaise, 
followed next day by shaking chills, nausea, vomit- 
ing, and drowsiness. Vomiting continued through 
the next day. High fever was noted on the second 
day and persisted until admission. Throughout the 
illness, high fever, drowsiness, and mental confu- 
sion were the most outstanding symptoms. There 
were no complaints referable to the chest. Five days 
before the onset of his illness, the patient caught 
and played with a young wild rabbit. 

Outstanding findings on physical examination were 
a temperature of 104 F., with a pulse rate of only 
100. Except for pronounced drowsiness and dryness 
of the skin, there were no other remarkable findings. 

Emergency laboratory studies showed a red cell 
count of 4,660,000, a hemoglobin of 82 per cent, and 
a white cell count of 10,100. 

A presumptive diagnosis of typhoidal tularemia 
was made, and streptomycin therapy (3 Gm. every 
twenty-four hours in divided doses) was instituted. 
On the second day (fig. 4) there was a sharp drop 
in temperature, but confusion, disorientation, and 
hallucinations persisted. Despite the absence of chest 
signs. an x-ray made on the fourth hospital day 
showed pneumonia extending from the right hilum 
(fig. 5). By the fifth hospital day, all mental symp- 
toms had disappeared, and the patient began eating 
well. On the sixth hospital day the temperature 
rose to 101.8 F., and the dosage of streptomycin, 
which had been dropped to 1 Gm. a day, was raised 
to 1% Gm. a day. Next day the temperature spiked 
to 103.5 F. Since there were no further physical 
signs to be observed, a presumptive diagnosis of 
drug fever was made and streptomycin was dis- 
continued, a total of 13% Gm. having been admin- 
istered. Thereafter, the patient’s course was entirely 
normal, and he was discharged as cured on the fif- 
teenth hospital day. 

The rapid resolution of pneumonia, which reached 
its greatest extent on the seventh hospital day 
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Day of Iliness 8 Ii 13-14 15 17:18:19 20 


Temperature 


™ 


June-July 25 4567890 


Fig. 4. Note the prompt response to strepto- 
mycin initially, followed by a febrile reaction 
on the two days before the drug was discon- 
tinued. All temperatures were taken rectally. 


(fig. 6), is seen by the final film taken on the four- 
teenth hospital day (fig. 7). On the seventh hos- 
pital day, physical signs of consolidation were pro- 
nounced on the right posteriorly from the fifth 
interspace downward. These signs had begun to dis- 
appear by the ninth day, and at discharge the chest 
was clear to percussion and auscultation. Agglutina- 
tion tests with Pasteurella tularense, negative on the 
second hospital day, had become positive in a dilu- 
tion of 1:40 by the sixth hospital day. A third ag- 
glutination test was made on the fourteenth hos- 
pital day, but has not as yet been reported, 
Discussion 

Diagnosis 

Except in the typhoidal type, which com- 
prises about 6.4 per cent of all cases’), the 
diagnosis of tularemia is seldom difficult. A 
history of exposure to rabbits, or, less com- 
monly, to squirrels, opossums, weasels, or 
ticks®) arouses strong suspicion. Within a 
few hours to two weeks after exposure (two 
to five days on the average”) general symp- 
toms of severe illness develop, often sudden- 
ly, including chills, fever, headache, aching, 
nausea and vomiting, and cough. About 
forty-eight hours later the primary lesion, 
skin or conjunctival, and associated lympha- 
denopathy become apparent®”, Differentia- 
tion into clinical types has been standardized 
for years; Foshay“”, in reviewing 600 cases 
of tularemia, found 87.5 per cent to be of 
the ulcero-glandular type, 3 per cent of the 
glandular type, 1.8 per cent of the oculo- 
glandular type, and 7.7 per cent of the ty- 
phoidal type. 

This last group, most important for our 


2. Stuart, B. M., and Pullen, R. L.: Tularemic Pneumonia, 


Am, J. M. Se. 210:223-2386 (Aug.) 1945. 
3. (a) Blackford, S. D., and Casey, C. J.: Pleuropulmonary 
Tularemia, Arch. Int. Med. 67:43-71 (Jan.) 1941. 
(b) Foshay, L.: Tularemia, Medicine 19:1-88 (Feb.) 1940, 
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Fig. 5. Chest film taken June 28, showing an 
early spread of pneumonia from the right hilum. 
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present consideration, shows no primary le- 
sion and no lymphadenopathy’. Only the 
general symptoms listed above, and the addi- 
tional grave signs of prostration, delirium, 
stupor, and coma may be observed. The ag- 
glutination test, never positive in the first 
week and sometimes negative in the third or 
even the fourth week”, offers little help in 
the early stages of the disease. Indeed, lab- 
oratory personnel who possessed agglutinins 
as a result of receiving Foshay serum showed 
a sharp drop in agglutination titer after ac- 
quiring the disease’. Pneumonia occurs 
with far greater frequency in the typhoidal 
type than in other types". More than a 
third (36.2 per cent) of all cases of tularemic 
pneumonia reported in the American litera- 
ture’) were of the typhoidal type. A large 
number of cases of tularemic pneumonia, 
therefore, will show no diagnostic features. 
Roentgenographic signs are those of atypi- 
cal pneumonia, sometimes with later consol- 
idation of one or more lobes'*:”); Bihss and 
Berland” found that in typhoidal tularemia 
1. Scott, J. W., and Macbeth, R. A. L.: Tularaemia, Canad. 
M. A. J. 55:564-566 (Dee.) 1946. 
5. Bihss, F. EK. and Berland, H. I.: Roentgenological Mani 


festations of Pleuropulmonary Involvement in ‘Tularemia, 
Radiology 41:431-487 (Nov.) 1948. 


Fig. 6. Chest film taken July 1, showing maxi- 
mal pneumonic involvement of the right middle 
and lower lobes. 


Fig. 7. Final film taken July 8, showing pro- 
nounced clearing except for a small area about 
the right hilum. 
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hilar lymphadenopathy, striking in other 
types of the disease, was not an early fea- 
ture. In the absence, then, of definite diag- 
nostic criteria elicitable by physical exami- 
nation, x-ray studies, or serologic methods, a 
trial of streptomycin as advocated by Hunt"'”’ 
should be given each patient with severe 
atypical pneumonia. 


Treatment 

The treatment of tularemia has, since the 
advent of streptomycin, become at the same 
time simple and highly effective. Stimulated 
by the report of Heilman concerning the 
dramatic effect of streptomycin on tularemia 
in mice''"’), many investigators and clinicians 
have described similar effects in human 
cases''', Of 67 cases reported to the Na- 
tional Research Council''”, 63 recovered. In 
two of the failures the diagnosis was ques- 
tionable and the total dosage of streptomy- 
cin grossly inadequate; in these and one 
other, treatment was begun two months after 
the onset of symptoms. One patient with 
pleuropulmonary tularemia died on the first 
day of treatment; 10 recovered. Subsequent- 
ly Hunt" has reported dramatic improve- 
ment in 11 out of 12 cases of pleuropulmo- 
nary tularemia; the one patient who died had 
cerebral complications. Thus, a disease car- 
ryving an overall mortality rate of 6 per 
cent’, and a rate in the pleuropulmonary 
form of 39.9 per cent'’, has been brought 
almost entirely under control by the use of 
streptomycin. 

The details of the administration of strep- 
tomycin have been related elsewhere"**, It 
is injected intramuscularly in a concentra- 
tion of 100-200 mg. per cubic centimeter 
every three to six hours; the daily dosage 
usually recommended for tularemia is 1 to 
2 Gm. In severe pleuropulmonary cases, or 
in the typhoidal type when the patient is 
showing signs of septicemia, larger doses 
may be given. As a rule administration is 
discontinued after seven days, but may be 
prolonged in severe cases. 

Although local pain at the site of injec- 
tion—a discomfort somewhat relieved by 
mixing procaine into the diluting fluid—is 
frequent, other toxic effects of strentomy- 
cin are not often observed. These include: 
the “histamine-like” reaction, with headache, 
flushing, and nausea; the “sensitization”’ 
6. National Research Council, Chester S. Keefer, M.D., Chairs 


man: Streptomycin in Infections, J.A.M.A, 132:4-11 (Sept. 
7) 1946, 
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type, with fever and a nonspecific skin erup- 
tion; and the “neurological” type character- 
ized by vertigo, tinnitus, and deafness. This 
last manifestation necessitates withdrawal 
of the drug; sensitization may be reduced by 
shortening the interval between injections. 
In the dosage recommended for tularemia, 
however, severe reactions are unlikely. 

It must be emphasized that streptomycin 
should be started as soon as possible—cer- 
tainly within the first fifteen days of the dis- 
ease’, Where doubt as to the diagnosis 
exists, as in pleuropulmonary disease with- 
out a demonstrable primary lesion, a thera- 
peutic trial of 2 Gm. daily for two days is 
strongly recommended", 


Complications 


Factors delaying recovery include pneu- 
monic lesions and their sequelae, liquefaction 
necrosis of lymph nodes, and lesions of ser- 
ous membranes". Our immediate concern 
is with pleural effusion. Although in 1941 
Blackford and Casey” were able to find only 
30 cases of hydrothorax in all the literature 
on tularemia, Stuart and Pullen’’’ later re- 
ported some pleural reaction in 50 per cent 
of all cases of tularemic pneumonia. In 3 of 
Hunt’s 12 cases"! serosanguineous fluid was 
aspirated from the pleural cavity. Strepto- 
mycin does little to prevent fluid formation. 
Thoracentesis was necessary in Hunt’s cases 
within feur to nineteen days after strepto- 
mycin had been started. 

The first case in the present report 
(see figure 1) graphically shows the need of 
watchfulness for the common complication 
of hydrothorax. While streptomycin caused 
rapid improvement in the patient’s gereral 
condition and temperature curve, complete 
recovery did not ensue until after thoracen- 
tesis. 

Resolution of the pulmonary exudate is 
somewhat accelerated by streptomycin, but 
x-ray signs may persist long after clinical 
improvement has become established. Pleural 
effusion appears to prolong complete healing 
and should be anticipated. 


Summary 


1. Two cases of severe pleuropulmonary 
tularemia of the typhoidal type, successfully 
treated with streptomycin, are reported. 

2. The difficulty of exact diagnosis in the 
early stages of the disease is emphasized, and 
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a therapeutic trial of streptomycin in simi- 
lar cases of severe atypical pneumonia is 
strongly urged. 

3. The incidence and management of a 
common complication of tularemic pneu- 
monia tending to delay recovery—pleural 
effusion—are briefly discussed. 

211 Hawthorne Lane 


AN EVALUATION OF THE USE OF 
ANTIBIOTICS IN DERMATOLOGIC 
DISEASES 


PAUL G. REQUE, M.D. 
BIRMINGHAM, ALABAMA 


So many clinical reports have been pub- 
lished on the use of antibiotics in dermatol- 
ogy that it is difficult to evaluate their true 
worth. This confusion is to be expected 
when a new medicament becomes widely 
available. It is probably true that the sul- 
fonamide series of drugs are not clearly eval- 
uated even today, after some ten years of 
widespread use; it was only a few months 
ago that an authoritative article suggested 
the abandonment of sulfanilamide dusting 
in wounds. Many new pharmaceutical prep- 
arations which have too short a period of 
laboratory investigation cause an_ initial 
burst of enthusiasm in clinical trial, then a 
period of condemnation and abandonment; 
many months or years later a proper apprai- 
sa! of the drug’s real worth and place in med- 
ical treatment is made. Perhaps such a 
course of events can be avoided with regard 
to the ant*biotics, but at this early stage it 
is too soon to be sure, despite the fact that 
scientists have known something about anti- 
biotics for over fifty years, and have experi- 
mented with at least forty-two different 
kinds. 

The most widely used antibiotic, penicillin, 
has been readily available for something less 
than three years, and during this period it 
has been used in many types of skin diseases. 
Neglect of the fundamental principles of 
dermatologic treatment—such as the absorp- 
tion of discharges from oozing lesions, the 
debridement of all encrusted lesions prior 
to the application of topical remedies, the 
use of the proper vehicles which will pene- 
trate or mix with serous discharges, or 
soften tough and horny crusts—and of the 


Read at a Symposium for Medical Alumni, Duke University, 
Durham, April 24-26, 1947. 
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surgical principle of establishment of drain- 
age in lesions which enclose pus, has resulted 
in conflicting reports which are confusing 
to all concerned. 

It is well to answer, if possible, the fol- 
lowing questions before using one of the 
antibiotics in any dermatologic condition. 

1. Is the disease due to a microbial organ- 
ism, and is that organism susceptible to the 
antibiotic? 

2. If the answer to the first question is in 
the affirmative, then one should ask: Can 
the lesion be reached without further meas- 
ures, such as removal of crusts and debris, 
or surgical drainage? 

3. The third question should be: What 
vehicle should be used in order to get the 
medicament to the lesion? Should it be ap- 
plied as an aqueous compress, given parent- 
erally, or used in a water-soluble, absorptive- 
base ointment, or possibly in a water sus- 
pension ? 

The above questions automatically go 
through the dermatologist’s mind as he con- 
siders the problem before him, and in the 
evaluation of the antibiotics these princi- 
ples must be kept in mind. An effort to com- 
pare the effectiveness of penicillin, strepto- 
mycin, and tyrothricin with other methods 
of treatment seems the most practical ap- 
proach to this evaluation, with particular 
reference to (1) the time needed to effect a 
cure, (2) the relative efficacy of the treat- 
ment when applied by an untrained person 
(the patient), and (3) the ability of the par- 
ticular agent to effect a satisfactory outcome 
in a disease heretofore resistant to other 
methods of treatment. 

Penicillin 

With the above criteria in mind, four 
tables have been prepared to show the re- 
sults which may be expected with penicillin 
in various dermatologic conditions. Table 1 
lists the dermatoses in which penicillin ap- 
pears to be superior to other treatments. Of 
these ten diseases, only one, impetigo con- 
tagiosa, responds readily to topically applied 
penicillin, preferably an ointment consisting 
of 500 units of penicillin per gram of water- 
soluble ointment base. Pyogenic dermatitis 
may respond to penicillin compresses con- 
taining 250 units per cubic centimeter of nor- 
mal saline, but it is advisable to use parent- 
eral penicillin as well, since the disease gen- 
erally involves the deeper layers of the skin 
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Table 


Anticipate Excellent Results with Penicillin in 
Impetigo Contagiosa 
Cellulitis, Acute 
Pyogenic Dermatitis 
Anthrax 
Vineent’s Stomatitis 
Syphilis, Cutaneous 
Yaws, Cutaneous 
Gangrenous Stomatitis (noma) 
Erysipelas 
Erysipeloid (swine bacillus) 


also. In all the other conditions listed, peni- 
cillin should be given intramuscularly in 
doses of not less than 25,000 units of the 
aqueous solution every three hours for five 
to seven days, or 300,000 units of the peanut 
oil-beeswax emulsion daily for five to seven 
days. Occasionally a longer period of treat- 
ment will be necessary, depending upon vari- 
ous local factors, and in the case of cutaneous 
syphilis a much higher total dose given over 
a proportionately longer time will be re- 
quired. 
Table 


Anticipate Good Results with Penicillin in 
Ecthyma (ulcerative impetigo) 
Impetigo Neonatorum 
Carbunculosis 
Cellulitis, Chronic 
Actinomycosis 
Tropical Ulcer (phagedenic) 
Hidroadenitis Suppurativa 
(chronic axillary adenitis) 

{infectious Ecezematoid Dermatitis 

Nodular Non-Suppurative Panniculitis 
(Weber-Christian disease) 

Bullous Orificial Erythema Multiforme 
(Stevens-Johnson disease) 


Table 2 lists ten conditions which respond 
as well to penicillin as to any other known 
means, and the choice of therapy may rest 
upon factors of economy, ease of application 
in the home, or any other reasonable basis. 
For some of the diseases listed in this cate- 
gory penicillin may eventually be the treat- 
ment of choice. Inasmuch as very few pa- 
tients with Weber-Christian or Stevens- 
Johnson disease are seen, the reports are not 
yet fully confirmed, and it is considered ad- 
visable to place these conditions in the “good 


1. (a) Pillsbury, D. M.: The Management of Bacterial Infec- 
tions of the Skin, J.A.M.A, 132:692-698 (Nov. 23) 1946. 
(b) Wright. C. S. and Gross, E. R.: Topical Treatment 
with Penicillin Ointment, Arch, Dermat. & Syph. 55: 
52-56 (Jan.) 1947, 
(c) Nevroth, M. et A Study of Penicillin Oint- 
ments and Creams, J. Am. Pharm, A, 35:321-324 (Nov.) 
1946, 
2. (a) Aldrich, C. A. and Holmes, C, A.: Treatment of Impe- 
tigo Neonatorum with Minimal Doses of Penicillin, 
Am. J. Dis. Child. 72:279 (Sept.) 1946. 
(b) Goldfarb, A. A.: A Case of Stevens-Johnson Disease 
Treated with Penicillin, J. Pediat. 28:579-589 (May) 
1946, 
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result” rather than in the “excellent result” 
group. 
Table 
Anticipate Fair Results with Penicillin in 

Furunculosis 

Sycosis Vulgaris (barber's itch) 

Pemphigus Vulgaris (?) 

Lupus Erythematosus, Chronic Discoid (?) 

Table 3 concerns five diseases in which 

penicillin is of doubtful value. Furunculosis 
responds temporarily in most instances, but 
a few cases apparently are influenced favor- 
ably and do not recur. Note the inclusion of 
pemphigus vulgaris in this table. It is one 
of the diseases generally regarded as not re- 
sponsive to penicillin, but in 2 reported cases 
—one from Duke Hospital—pemphigus has 
been relieved temporarily, at least, by peni- 
cillin. In this almost universally fatal dis- 
ease, any aid is well worth mentioning. 


Table 40% 


Penicillin Has Not Proved of Value in 
Aene Vulgaris 

Ulcer, Hemostatic 

Uleer, Decubitus 

Dermatitis, Hemostatic 

Dermatitis Repens 

Lupus Erythematosus, Acute Disseminate 
Coccidioidomycosis, Cutaneous, Late 
Lymphopathia Venereum 

Chancroid 

Granuloma Inguinale 

Tuberculosis, Cutaneous 

Leishmaniasis Americana 
Blastomycosis, Cutaneous 

Dermatitis Herpetiformis 

Moniliasis (thrush) 


Table 4 is a list of fourteen dermatoses in 


which penicillin is of no value, or in which 
another remedy is far superior. 


Streptomycin 


Experience with streptomycin has been 
limited because of the small supply. Only 
five conditions are listed in table 5 as being 
responsive to penicillin, and in none of these 
has a sufficient number of cases been ob- 
served over a long enough period to prove 
unequivocally streptomycin’s value. Time 
and an increasing supply of the drug will 
tell us much in the future. Results in cutane- 
ous tuberculosis have been good in some 
cases, but relapses in scrofuloderma have 
been observed several times. The antibiotic 
must be given parenterally in doses of 1 to 


3. Callaway, J. L., Arena, J. M., Noojin, R. O. and Riley, 
K. A.: Pemphigus, Successful Treatment with Penicillin, 
J. Pediat: 28:592-594 (May) 1946. 
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Table 


Streptomycin Is of Apparent Value in 

‘Tuberculosis, Cutaneous 

Chancroid 

Dermatoses due to Proteus Vulgaris 

Dermatoses due to other gram-negative 
organisms 

Granuloma Inguinale 


Streptomycin Is Not of Value in 
Syphilis, Cutaneous 
4 Gm. daily, and over a period of sixty to 
ninety days. The present cost of the drug 
makes it prohibitive for all but very wealthy 
patients unless it is available under research 
grants. 

The use of streptomycin in the other derm- 
atoses listed has been reported only in iso- 
lated cases or is still in the experimental 
stage. Streptomycin has not proven of value 
in the control of rabbit syphilis, and there 
is no indication that it will be of use in hu- 
man syphilis. 

Tyrothricin 

Tyrothricin, a mixture of gramicidin (25 
per cent) and tyrocidin (60 per cent), is an 
antibiotic suitable for local use only. It is 
commonly used as a compress in an aqueous- 
alcoholic solution containing 100 mg. of tvro- 
thricin per 100 cc. of liquid, or as “intra- 
derm” tyrothricin, a specially prepared pene- 
trating wetting agent. It is insoluble in sa- 
line solution and does not appear to be par- 
ticularly effective in ordinary ointment 
bases. 

Tyrothricin has proven useful in a num- 
ber ‘of cutaneous dermatoses of infectious 
origin (table 6). Its chief value seems to be 


Table 6©) 


Tyrothrycin May Be of Help in 
Furunculosis 

Ecthyma 

Folliculitis 

Decubitus Ulcer 

Acne Vulgaris Pustulosa 
Hemostatic Ulcer 

Impetigo Contagiosa 

Cellulitis, Acute and Chronic 
Sycosis Vulgaris 


Tyrothrycin Has Not Been Helpful in 
Dermatitis Repens 


!. (a) Hinshaw, H. C., Feldman, W. H., and Pfuetze, K. H.: 
Treatment of Tuberculosis with Streptomycin, J.A.M.A. 
132:778-782 (Nov. 30) 1946. 

(b) O'Leary, P. A., Ceder, E. T., Hinshaw, H. C. and 
Feldman, W. H.: Treatment of Various Types of 
Cutaneous Tuberculosis with Promizole and Strepto- 
mycin, Arch. Dermat. & Syph. 55:222-282 (Feb.) 1947. 

(c) Herrell, W. E., and Nichols, D. R.: The Clinical Use 
of Streptomycin. Proc. Staff Meet., Mayo Clinic 20: 
149-462 (Nov. 28) 1945. 

5. Rankin, L. M.: The Use of Tyrothrycin in the Treatment 

of Ulcers of the Skin, Am. J. Surg. 65:391-392 (Sept.) 1944. 
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in its lack of sensitizing properties, but its 
performance has not been dramatic as a rule. 
{t may well be used when difficulties are 
encountered with penicillin or other proven 
types of medication, especially in chronic 
ulcerative conditions requiring prolonged 
treatment. 


Table 70°.6) 
Penicillin 
1. Modes of administration 
a) Intramuscular 
b) Intravenous 
c) Topical 
Toxic manifestations 
a) Upon parenteral or oral administration 
Urticaria 
Erythema multiforme 
Exfoliative dermatitis 
“Serum sickness” reaction 
Erythema 
b) Upon topical use 
Contact sensitization 


Ww 


Table 84.7) 
Streptomycin 
1. Modes of administration 
a) Intramuscular 
b) Intravenous 
ce) Topical 
d) Oral use unsatisfactory 
2. Toxic manifestations 
a) Upon parenteral administration 
Tinnitus (often severe) 
Vertigo (often severe) 
Deafness (may be permanent) 
Various vesicular, papular, and 
erythematous eruptions 
b) Upon topical use 
None known 


Table 9 
Tyrothrycin 
1. Mode of administration 
Topical only, as this substance is too toxic for 
other use 
Toxic manifestations 
Few encountered thus far. Any substance may 
act as a sensitizer, however 


bo 


Problems for the Future 


As may be noted, only forty-odd skin con- 
ditions are listed in all the tables. There are 
more than three hundred well-defined enti- 
ties in dermatology, and a large number of 
these are due to infectious agents, but it will 


6. (a) Dressler, S. and Dwork, R. E.: Reactions to Penicillin, 
J.A.M.A. 133:849 (Mar. 22) 1947. 

(b) Vogel, H. R.: Reactions to Penicillin, Arch, Dermat. 
& Syph. 54:718 (Dec.) 1946, 

(c) Pillsbury. D. M.. Steiger. H. P. and Gibson, TT. E.: 
The Management of Urticaria) Due to Penicillin, 
J.A.M.A. 133:1255-1258 (April 26) 1947. 

(d) Callaway. J. L. and Barefoot, S. W.: Immunological 

Studies on Patients Developing Urticaria Associated 

with Penicillin) Therapy, J. Invest. Dermat. 7:285 

(Dec.) 1946. 

a) Fowler, EK. P.. Jr. and Seligman, E.: Otie Complica- 
tions of Streptomycin Therapy, J.A.M.A. 133: 87-91 
(Jan. 11) 1947. 

(b) Keefer, C. S.: Streptomycin in Infections, J.A.M.A. 
132:70-77 (Sept. 14) 1946. 
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require a much longer period of observation 
to obtain an evaluation of the usefulness of 
antibiotics in all of these dermatoses. Of 
the forty-odd discussed here, only three con- 
ditions are without any promise of cure— 
acute disseminated lupus erythematosus, 
dermatitis herpetiformis, and late cutaneous 
coccidioidomycosis. Perhaps some of the re- 
cently studied antibiotics, such as bacitracin, 
may offer hope for victims of these diseases 
in the future'’. 


Reasons for failure 

The following reasons may be listed for 
some of the failures with antibiotic therapy : 
(1) Not all bacteria and other infective 
agents are inhibited by our presently avail- 
able antibiotics. (2) Apparently it is neces- 
sary to use them in an intensive fashion at 
the beginning of therapy, since there is con- 
siderable evidence that resistance to these 
agents may be induced when small initial 
doses are used. (3) Local and general hyper- 
sensitivity to penicillin develops in a rela- 
tively high percentage of cases (5 per cent or 
more) when it is used for more than a tew 
days. (4) Due emphasis has not been placed 
upon the fact that the physician must make 
it possible for the antibiotic to reach the fo- 
cus to be treated. (5) The antibiotics do not 
of themselves alter the individual’s immuno- 
biologic relationship with the underlying 
pathologic condition. 

If these reasons for failure were generally 
recognized and the antibiotics were not ex- 
pected to do all the work alone, our treat- 
ment results would undoubtedly improve. A 
recent surgical article states: “No available 
anti-bacterial agent can completely sterilize 
an opven wound. Topical or local chemo- 
therapy has been discarded as ineffective and 
deleterious.) The present discussion would 
lend support to this conclusion, although it 
is probable that topical therapy with anti- 
biotics is not as often deleterious as it is in- 
effective. 


Toxic reactions (tables 7, 8, and 9) 


The relatively high incidence of toxic re- 
actions to penicillin and streptomycin is a 
major drawback. The addition of a general- 
ized urticaria, a simple erythema, or ery- 
thema multiforme to a relatively benign 


8. Meleney, F. L.. and Johnson, B.: Bacitracin Therapy, 
J.A.M.A. 133:675-680 (Mar, 8) 1947. , 

%. Lyons, C.: Chemotherapy in the Management of Wounds, 
J.A.M.A. 188:215 (Jan. 25) 1947. 
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dermatosis may be startling to the patient, 
and is often very upsetting. An exfoliative 
dermatitis or a serum-sickness type of re- 
action, with painful swelling of the joints, 
may prove so serious as to prolong illness 
considerably, or to hospitalize a previously 
ambulatory patient. One of the anti-hista- 
mine drugs, benadryl or pyribenzamine, does 
help to alleviate most of these side-reactions, 
and may, if given concurrently, prevent their 
appearance. Occasionally, however, it will 
be necessary to stop the medicament because 
of the potential danger associated with a 
generalized exfoliative form of dermatitis, 
or a serum-sickness reaction. The vertigo 
and permanent deafness associated with the 
administration of streptomycin are very 
serious drawbacks to its use; in tuberculosis, 
however, the seriousness of the disease must 
be weighed against the dangers of the thera- 
peutic agent. 


Summary 


1. Penicillin is of great value in the treat- 
ment of certain microbial dermatoses due to 
penicillin-susceptible organisms. 

2. Streptomycin may prove of help in cu- 
taneous tuberculosis and dermatoses due to 
gram-negative organisms. 

3. Tyrothricin is of value in chronic ulcer- 
ative dermatoses and in other skin conditions 
when prolonged medication is indicated. 

4. Adherence to sound principles of der- 
matologic debridement and effective surgical 
drainage, and observance of the limitations 
of the antibiotics are necessary for satisfac- 
tory results in dermatologic therapy. 

5. The untoward reactions to penicillin 
and streptomycin may be serious enough to 
necessitate discontinuance of therapy. 

6. Suitable vehicles for the antibiotics and 
simultaneous parenteral administration in 
large dosage are prerequisites for successful 
topical therapy. 

7. The propensity of penicillin to induce 
local and general hypersensitivity is a seri- 
ous objection to its prolonged or repeated 
topical use. 

811 South Twentieth Street 


Security versus liberty.—Growing numbers of 
people are stressing security rather than liberty. 
Even when lip service is paid to the old ideals of 
freedom, many individuals show by their actions an 
increasing readiness to sacrifice limitations on or- 
ganized power for the sake of security—Evan W. 
Thomas: The Increasing Complexities of Medical 
Care, New York Medicine 3:22 (June 5) 1947. 
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CONGENITAL ANOMALIES OF THE 
SPINE AND BACKACHE 


FRED M. DuLA, M.D. 
LENOIR 


The study of congenital anomalies of the 
spine in relation to backache is the study of 
structural weakness in relation to stress and 
strain. 

The basic plan of nature for the vertebral 
column was that of a horizontal weight-bear- 
ing mechanism. As man’s position has be- 
come more erect, the increase in the vertical 
weight-bearing function of the spine has not 
been matched by corresponding changes in 
the physical and mechanical make-up of that 
structure, 

All body weight above the pelvis is now 
carried by the lumbosacral articulation. It is 
at this point that the need for efficacy of de- 
sign and integrity of structures is greatest. 
We find here, however, a joint poorly 
adapted to weight bearing, and one in which 
the percentage of congenital anomalies is 
greater than at any other point. 


The articular plane of the first sacral 
vertebra is normally 15 to 20 degrees below 
horizontal; this angle creates an _ incline 
down which the fifth lumbar vertebra would 
slide, were it not for the restraint offered 


Read before the Catawba Valley Medical Society, Lenoir, 
February 18, 1947. 
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by the articular facets, the spinal and sacro- 
spinal ligaments, and the sacrospinalis mus- 
cle. The normal curvature of this part of 
the spine partially distributes this strain 
throughout the lumbar vertebral structures, 
but the burden of maintaining its integrity 
is borne by the ligaments, muscles, and artic- 
ulations of the Iumbosacral area. 

The usual congenital anomalies found in 
this region are, in order of frequency, as 
follows: 


1. Faulty fusion (spina bifida, manifest or occult) 
2. Asymmetric articular facets 
3. Transitional vertebrae 
(a) Sacralization of the fifth lumbar vertebra 
—unilateral or bilateral, with or without 
synarthrosis 
(b) Lumbarization of the first sacral vertebra 
—unilateral or bilateral 
4. Prespondylolisthesis of the fourth or fifth 
lumbar vertebra, or both 
5. Spondylolisthesis—the fourth on the fifth lum- 
bar vertebra, the fifth lumbar vertebra on the 
first sacral vertebra, or (rarely) the first on 
the second sacral vertebra. 


Certain other anomalies may be added to 
this group, although they involve structures 
other than the lumbo-sacral spine: 


1. Wedged vertebra of the dorsal area 
Transverse (hemivertebra), producing 
scoliosis 
Anteroposterior, producing kyphosis 
2. Other congenital anomalies producing postural 
abnormality 
Pelvic anomalies 
Difference in leg length 
Clubfoot and other pedal anomalies 
Paralysis from a birth injury, affecting the 
trunk or extremities. 


Fig. 1. Incomplete fusion 
of the first and second 
sacral vertebrae, to- 
gether with asymmetric 
facets throughout the 
lower lumbar spine. 


Fig. 2. Bilateral sacrali- 
zation of the fifth lum- 
bar vertebra. 


Fig. 3. Unilateral sac- 
ralization of the fifth 
lumbar’ vertebra, with 
the formation of pseudo- 
arthrosis. Note arthritic 
changes in the pseudo- 
arthrosis. 
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Fig. 4. Bilateral lumbarization of the first Fig. 5. Unilateral complete lumbarization of the 
sacral vertebra. first sacral vertebra, with pseudo-arthrosis of 


the opposite, partially lumbarized segment, and 
arthritic changes in this structure. 


Fig. 6. Defect of continuity of the posterior Fig. 7. Anteroposterior view of bilateral defect 
neural arch of the fifth lumbar vertebra, with- of continuity in the pars interarticulari 
out displacement (prespondylolisthesis). , 
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Faulty fusion is inevitably associated with 
faulty ligamentous and muscular develop- 
ment. When the integrity of the neural arch 
is absent, the attachments of ligaments and 
muscles are correspondingly reduced; the 
local area is weaker, and a greater strain on 
structures above and below that level is pro- 
duced. Such an area is more easily subject 
to strain or sprain. 

Asymmetric facets limit the excursion of 
an articulation, and by so doing place greater 
demand upon contiguous structures. They 
also create torsional strain, the effects of 
which may be transmitted to other levels. 

Sacralization of the fifth lumbar vertebra, 
if bilateral, produces complete immobiliza- 
tion of the lumbosacral joint, thus demand- 
ing greater mobility of the remaining lum- 
bar structures, and placing a greater strain 
upon them. If the process is_ unilateral, 
marked torsional strain may be added to the 
burden of the superjacent structures. 

Bilateral lumbarization of the first sacral 
vertebra, for all practical considerations, 
adds another segment to the lumbar spine, 


Fig. 8. Posterior neural arch defect of the fifth 
lumbar vertebra, with questionable slight for- 
ward displacement of the fifth lumbar vertebra 
on the first sacral vertebra (prespondylolisthe- 
sis? spondylolisthesis? ). 
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decreasing the structural solidarity of that 
area, and increasing strain upon structures 
governing its functions. Since the sacro-iliac 
articulations are reduced by one segment, 
the functions of the lumbo-sacral joint are 
transferred, to a certain extent, to the artic- 
ulation of the first and second sacral verte- 
brae. Inasmuch as neither the ligamentous 
attachments nor the intervertebral struc- 
tures of this joint were designed for this 
function, this area suffers from the effects 
of such added strain. 

As in the case of sacralization, unilateral 
lumbarization adds torsional strain to the 
burden of the first sacral vertebra and super- 
jacent segments. 

In prespondylolisthesis, the defect of con- 
tinuity of the posterior neural arch is 
bridged by a fibrocartilaginous material. In 
this condition maximum function of the 


muscles and ligaments must be constantly 
maintained to prevent the separation of the 
weakened area, and the consequent forward- 
slipping which may occur (spondylolisthe- 
sis). 


Fig. 9. Marked defect in continuity of the pos- 
terior neural arch of the fifth lumbar vertebra. 
Slight forward displacement of the fifth lumbar 
vertebra and the first sacral vertebra is noted 
(spondylolisthesis). 
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In spondylolisthesis, the mechanical dis- 
turbance produced by the slipped vertebra 
is added to the strain of supporting the 
weakened area. 

Whenever either prespondylolisthesis or 
spondylolisthesis of the articulation of the 
first and second sacral vertebrae occurs co- 
incident with lumbarization of the first sac- 
ral vertebra, the mechanical disturbance is 
markedly exaggerated. Such a combination 
is, however, relatively rare. 

A wedged vertebra, through the produc- 
tion of either scoliosis or kyphosis, may pro- 
duce postural strain of other segment levels; 
it may also produce torsional strain, if the 
wedging be in the oblique plane. 

Developmental anomalies of the pelvis, 
lower extremities, dorsal, or cervical region 
may create low-back strain through the pos- 
tural situations they produce. Low-back pain 
may thus be due to a tilted pelvis, a spinal 
list, a shoulder droop, or a torticollis as 
readily as to an anomaly of the lumbosacral 
region. 

Routine roentgenologic studies prove that 
many congenital anomalies of the spine may 
exist asymptomatically. Whenever backache 
and spinal anomaly co-exist, however, the 
probable causal relationship between the 
structural defect and the clinical picture 
must be considered. 


Summary 


Congenital anomalies of the lumbosacral 
spine may be responsible for weakness and 
strain of the lower back. 

Certain other congenital puiadtins may 
contribute to low-back strain through the 
an postural situations they produce. 

‘ The structural weakness represented by 
congenital spinal anomaly may be a predis- 
posing factor in the development of clinical 
symptoms. 


Allowing the patient to talk. Although time con- 
suming it is important to allow the patient to tell 
his story with as few interruptions as possible be- 
cause in this way important associations are ob- 
tained and the ground work laid for a good rela- 
tionship with the patient. Occasionally the patient 
has to be led back to a discussion of the present 
illness, but aside from such interruptions it is best 
to allow him to tell the story in his own way. Then 
one may go over the history in chronologic order 
with questions regarding the very first evidences of 
illness.—Edward Weiss: Psychosomatic Diagnosis; 
Am. Practitioner 1:160 (Nov.) 1946. 
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MILK SICKNESS 


J. T. DOYLE, M.D. 
Grace Hospital 
BANNER ELK 
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Milk sickness is an intoxication in human 
beings which is caused by the ingestion of 
milk and milk products of cows which have 
eaten white snakeroot (EKupatorium urticae- 
follum) or rayless goldenrod (Aplopappus 
heterophyllus). It may be acute or subacute, 
and probably may become chronic or relaps- 
ing. The primary intoxication in animals 
is known as “trembles” “split-tail.” 


Hardin’s report in 1934 reviewed his ex- 
perience with milk sickness at this hospital”. 
Since this report was published, 21 addi- 
tional cases have been seen here. Between 
1941 and 1946 only one patient with acute 
milk sickness was admitted, but in the past 
vear we have seen 3 cases of this disease, 
with one fatality. 


Case Reports 
Case 1 


W.L. P., 2 white farmer 53 years of age, entered 
Grace Hospital on August 18, 1946. During the pre- 
ceding five weeks he had suffered from severe and 
persistent nausea, loss of appetite, weakness, and 
obstinate constipation. The presence of white snake- 
root on his farm was denied; milk sickness had not 
occurred there for at least fifty years. No other 
member of his family was suffering from similar 
symptoms, but it was noted that he alone had a 
decided predilection for cream and butter. 

Some days prior to admission barium studies of 
the stomach and gastric analysis were performed 
in the hospital clinic, with negative findings. The 
diagnosis of milk sickness was then made, and the 
ingestion of brandy and honey to the point of in- 
toxication was prescribed. Three days of such treat- 
ment at home was unavailing because of violent 
emesis and increasing prostration. The patient was 
then brought to the hospital. 

The outstanding physical findings on admission 
were paroxysmal unproductive retching, consider- 
able dehydration, and alcoholic intoxication. Routine 
laboratory determinations were normal. Large quan- 
tities of brandy were given by gavage, and infu- 
sions of glucose were given by vein. Treatment was 
discontinued on the third hospital day, and he was 
able to tolerate a liquid diet without vomiting. He 
was discharged on August 23, 1946. At last report, 
six months later, he remains weak, listless, without 
appetite, and unable to engage in strenuous work. 


Case 2 

H. J., a 3-year-old white boy, was brought in coma 
to Grace Hospital on November 8, 1946. For three 
days he had been languid and without appetite, and 
for two days he had vomited copiously. Shortly 


Read before the Avery County Medical Society, April 25, 
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1. Hardin, R. H.: Milk Sickness, Virginia M. Monthly 61: 
528-5381 (Dec.) 1934, 
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before admission he had a generalized clonic con- 
vulsion, followed by stercoraceous vomiting and 
coma. When he was admitted, the reflexes were ab- 
sent. He was cyanotic, and was obviously suffering 
from acute pulmonary edema. Intranasal oxygen 
was given with no benefit, and he expired before 
further studies could be performed. 

Permission for autopsy was refused, and the diag- 
nosis was entirely speculative. Shortly afterwards, 
however, Dr. B. B. McGuire, county health officer, 
reported that he had visited the child’s home and 
had found an abundant growth of white snakeroot 
on the farm. He was fully satisfied that the death 
had been due to milk sickness. This case has been 
previously 

Case 3 

N.J., an 11-year-old sister of the deceased child, 
was brought to Grace Hospital on November 12, 
1946, because of loss of appetite and vomiting for 
three days. The mother and a sister were likewise 
affected. A pint of brandy given the patient over 
a period of a few hours shortly before admission 
had not caused intoxication nor alleviated the symp- 
toms. The father reluctantly admitted that consid- 
erable quantities of white snakeroot grow on his 
farm, that he himself had had milk sickness in the 
past, and that two years previously a calf had 
died of trembles. 

The patient was only very slightly ill; physical 
findings were normal, and the laboratory examina- 
tions were unremarkable. She responded promptly 
to parenteral fluids. 


Milk Sickness in History 


Milk sickness is now a curiosity accorded 
but a few lines in the standard medical texts. 
In the first half of the nineteenth century, 
however, it constituted a major problem on 
the Western frontier. Widespread interest 
in the disease created a voluminous litera- 
ture which is catalogued in the exhaustive 
bibliographies of Jordan and Harris", Wolf, 
Curtis and and Moseley’. There 
is A probably apocryphal belief that milk 
sickness was encountered by the explorer 
Hennepin”, There is good evidence that it 
prevailed in North Carolina prior to 1776, 
and in Tennessee, Kentucky, and Ohio from 
the time of the earliest settlements*"*., Half 
the deaths occurring in DuBois County, In- 
diana, in 1815, and a quarter of the deaths 
amongst the early settlers of Madison 
County, Ohio, were attributed to milk sick- 
ness", It was, of course, a scourge to cattle- 
men. Perhaps the most famous victim of the 
disease was Lincoln’s mother. The relevant 
2. MeGuire, B. B.: Child Dies of Milk Sick Poisoning, Hea!th 

Bull. (N. C. State Board of Health) 61:7-8 (Dec.) 1946. 
3. (a) Jordan, E. O. and Harris, N. Mach.: Milksickness, 

J. Infect. Dis. 6:401-491 (Sept. 20) 1909; (b) Wolf. F. A., 

Curtis, R. S. and Kaupp, B. F.: A Monograph on Trembles 

or Milksickness and White Sn: keroot, N. C. Agric. Exper. 

Station Tech. Bull. 15 (July) “1918: (c) Moseley, E. L.: 

Milk Sickness Caused by White Snakeroot, published joint 

ly by the Ohio Academy of Science and the author, 

Bowling Green, Ohio, 1941. 

t. Sackett, W. G.: The Connection of Milk Sickness with 


the Poisonous Qualities of White Snakeroot (Eupatorium 
Urticaefolium), J. Infect. Dis. 24:231-259 (March) 1919. 
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passage from Nicolay and Hay’ suggests 

a number of corollary problems which will 

be subsequently discussed: 

“In the autumn of 1818 the little community of 
Pigeon Creek [Indiana] was almost exterminated 
by a frightful pestilence called the milk-sickness, or, 
in the dialect of the country, ‘the milk sick’. It is a 
mysterious disease which has been the theme of 
endless wrangling among western physicians, and 
the difficulty of ascertaining anything about it has 
been greatly increased by the local sensitiveness 
which forbids anyone to admit that any well-defined 
case has ever been seen in his neighborhood, ‘al- 
though just over the creek (or in the next county) 
they have had it bad’. It seems to have been a ma- 
lignant form of fever—attributed variously to ma- 
laria and to the eating of poisonous herbs by the 
cattle—attacking cattle as well as human beings, 
attended with violent retching and a burning sen- 
sation in the stomach, often terminating fatally on 
the third day. In many cases those who apparently 
recovered lingered for years with health seriously 
impaired ... The Sparrows, husband and wife, died 
early in October, and Nancy Hanks Lincoln followed 
them after an interval of a few days.” 

Disastrous epidemics such as these were 
frequent, and if they did not kill the pioneer 
or force him back to his native home, they 
drove him still further westward—as was 
the case with the Lincoln family’. Out- 
breaks have been recorded at one time or 
another in western North Carolina, Tennes- 
see, West Virginia, Georgia, Pennsylvania, 

Ohio, Indiana, Illinois, and Missouri”. 
During the past seventy-five years the dis- 

ease has virtually disappeared from older 

and intensively cultivated areas, for the 
simple but belatedly recognized reason that 
white snakeroot has been eradicated. None- 
theless, the disease persists endemically in 
certain remote and less developed agricul- 
tural regions. Milk sickness has probably 
occurred annually for the past one hundred 
and seventy years in western North Caro- 
lina, chiefly in Avery, Watauga, and Cald- 
well Counties, and in the adjacent areas of 

Tennessee'*’’, In White County, Tennessee, 

Milk Sick Mountain, which within the mem- 

ory of living residents was fenced off, com- 

memorates the pestilence’. During the past 
decade an outbreak has been reported in 

Illinois’. For the last sixty years the syn- 

drome, known locally as alkali poisoning, has 

been prevalent in the Pecos Valley of New 

Nicolay, J. G. and Hay, John: Abraham Lincoln: A 

History, New York, The Century Co., 1890, v. I, pp. 30-381. 

6. Stenn, F.: The Pioneer History of Milk Sickness, Ann. M. 
Hist. 89:23-29 (Jan.) 1987. 

7. (a) Richardson, W. P.: The Milk Sickness or Trembles: 
Report of Five Cases, South. Med. and Surg. 93:731-732 
(Oct.) 1931: (b) Milam, D. F.: Milk Sickness in North 
Carolina, South, Med. and Surg. 96:278-279 (June) 19384. 

8. Metealf, R. B.: Personal communication. 

9. Gowen, G. H.: Milk Sickness, Illinois M. J. 74:447-452 
(Nov.) 1988. 
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Mexico, in West Texas, and in Arizona‘. 
Description of Milk Sickness 


A classic description of milk sickness, 
which can be little improved, was published 
in 1810 by Drake of Cincinnati, and is re- 
printed by Jordan and Harris". The pri- 
mary intoxication in herbivorous animals is 
known as “trembles.” Pictures and vivid de- 
scriptions of trembles are given by numerous 
authorities, all of whom agree that its mani- 
festations are identical with those of the 
human ailment'**»!°!), The popular names 
attached to the human disease characterize 
it succinctly: bloody murrain, puking fever, 
river sickness, sick stomach, slows, staggers, 
stiff joint, swamp fever, tires, trembles*"* 
7,9,10a,11b,12) 

The latent period is unknown, but obser- 
vation would indicate that the toxin exerts 
a cumulative effect for at least a few days. 
The prodromal symptoms are typically loss 
of appetite, languor, fatigability, and vague 
muscular pain. Strenuous exertion may pre- 
cipitate trembling and even convulsions. 
This phenomenon was early noted in cattle, 
and before concluding a purchase the canny 
buyer would insist first on driving the ani- 
mals hard''*’. Bowel action becomes so slug- 
gish that obstipation is usually a prominent 
complaint. Persistent nausea, with a sensa- 
tion of epigastric burning and heaviness, 
supervenes. 

In the mild or chronic intoxications mal- 
nutrition may become extreme and these 
vague symptoms may persist for months, 
with ultimate spontaneous recovery. Physi- 
cal overexertion or an increased consump- 
tion of contaminated milk products, how- 
ever, may precipitate persistent gagging, 
retching, and vomiting, which soon lead to 
progressive dehydration, acidosis, and col- 
lapse. The individual is dull and _ utterly 
wretched, and prefers death to continued 
suffering. This acute phase may last from 
a few days to one or two weeks, and often 


10. (a) Marsh, C. D., Roe, G. C., and Clawson, A. B.: Rayless 
Goldenrod (Aplopappus Heterophyllus) as a_ Poisonous 
Plant, U. S. Dept. Agric. Bull, No. 1391 (May) 1926; (b) 
Marsh, C. D.: Trembles, U. S. Dept. Agric. Farmer's Bull. 
No. 1593 (June) 1929. 

il. Clay, A. J.: Milk-Sickness, in Tice’s Practice of Medicine. 
Hagerstown, W. F. Prior Co., v. VIII:128-130, 1941. 

12. (a) Walsh, W. E.: “Milk Sick.”’ or White Snakeroot Poi- 
soning, J.A.M.A, 87:555-556 (Aug. 21) 1926; (b) Walsh, 
W. E.: Milk Sickness. Illinois M. J. 58:454-457 (Dec.) 
1930; (c) Wilkinson, G. R.: Milk Sickness, South. M. J. 
18:797-800 (Nov.) 1925; (d) Knight, H. W.: Milk Sickness 
Due to White Snakeroot (Eupatorium Urticaefolium), 
South. Med. and Surg. 97:142-143 (March) 1935. , 

13. Way, J. H.: The Clinical History, Nature, and Treatment 
of *Milk-Sickness,”” Am. J. M. Se. 96:307-316 (Sept.) 1893. 
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terminates fatally. The physical findings are 
those of marked dehydration. .The tempera- 
ture is invariably normal, except perhaps 
terminally. There is no leukocytosis. 

Convalescence is protracted by marasmus 
and asthenia. It is said that some individuals 
never fully recover their original physical 
capacity. Severe and sometimes fatal re- 
lapse may follow premature exertion. Char- 
acteristically, the individual becomes easily 
overheated, weak, and sick for months fol- 
lowing apparent recovery. 

Morbidity and mortality statistics are not 
available. A death rate of 20-25 per cent 
has been independently computed by Jordan 
and Harris®” and by Wolf, Curtis, and 
Kaupp"” in more than 300 cases culled from 
essentially the same sources. The mortality 
is, however, undoubtedly far lower if the 
mild and subclinical intoxications are in- 
cluded. On the other hand, it is likely that 
not a few fatal cases have been missed''”"’, 
Acute gastroenteritis, conversion hysteria, 
the chronic debilitating diseases, the intoxi- 
cations, and the whole roster of causes of 
acidosis, coma, and convulsions must, at least 
from the academic standpoint, be considered 
in the differential diagnosis. Unfortunately 
there are no pathognomic physical or labora- 
tory findings in milk sickness. The diagnosis 
is, however, suggested in a rural community 
when several members of a family who are 
consuming milk from the same cow or cows 
develop this train of symptoms. 


Analysis of Cases Seen at Grace Hospital 


A review of the cases of milk sickness 
treated at this hospital (which is located 
centrally in the endemic area of western 
North Carolina) confirms this general de- 
scription. Of a total of 31 cases recorded 
from 1930 through 1946, 11 have been ex- 
cluded because of doubtful diagnosis or in- 
adequate records. Analysis of the remain- 
ing 20 reveals an approximately equal sex 
distribution. The ages of the patients 
ranged from 3 to 55 years, the mean being 
25. 

The average duration of symptoms prior 
to admission was two weeks. Nausea and 
vomiting were present in all patients, pro- 
found fatigability in a majority, constipa- 
tion in about one half, and muscular pain of 
some description in about one third. In a 
number of instances there were chills, 
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trembling, and emotional instability. Five 
patients became stuporous or semicomatose 
prior to hospitalization. The two fatalities 
fell in this group. In 3 cases there had been 
convulsions. 

Physical examination in the majority of 
cases showed the temperature to be sub- 
normal; in no instance was a temperature 
in excess of 100.2 F. recorded. The pulse and 
respirations were for the most part normal. 
The blood pressure determinations recorded 
were within normal limits. Varying degrees 
of dehydration were noted in a majority of 
the patients; in 6 there was obvious evidence 
of acidosis. In one instance a typical pleu- 
ritic friction rub was noted, doubtless of the 
type recently described in diabetic pre- 
coma''*’, A scaphoid abdomen and epigastric 
and lumbar tenderness were frequent find- 
ings. 

Minimum laboratory examinations were 
performed in about one half the cases. 
Where urinalyses were recorded, the urine 
was consistently acid and of high specific 
gravity; albuminuria was present in a third 
of the entire series, and acetonuria in a 
third. In all cases the leukocyte, erythrocyte, 
and hemoglobin levels were essentially nor- 
mal. A few nonprotein nitrogen determina- 
tions were done, and in only one instance 
was an elevation found. The few blood sugar 
determinations done were all normal. 

The average duration of hospitalization 
was one week. Autopsy was not performed 
in either of the fatal cases. 


Etiology 


Drake correctly attributed milk sickness 
to the ingestion by cows of an unknown herb. 
His contemporaries, however, entertained 
other theories which to some extent remain 
locally current: that dew-laden grass is 
poisonous; that miasmas arise from polluted 
soil; that toxic amounts of aluminum, ar- 
senic, cobalt, or lead are present in the grass 
of dangerous pastures; that cattle may be 
infected by noxious flies, spiders, or mush- 
rooms’, It was long thought in Pecos 
Valley that alkaline minerals cause the dis- 
ease. As early as 1840, isolated individuals 
had recognized that cattle who eat white 


snakeroot come down with trembles and that 
14. Armanino, L. P. and Ory, E. M.: Acute Pleurisy as a 


Dehydration Phenomenon in Diabetic Precoma, Am. J. M. 
Se. 211:597-601 (May) 1946. 
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human beings who drink their milk in turn 
develop milk sickness). An authentic in- 
stance of human intoxication caused by the 
accidental ingestion of white snakeroot was 
recorded in the mid-century’. Not until 
1906, however, was the toxicity of white 
snakeroot to animals critically demonstrated 
by Moseley“. His work was promptly re- 
futed by Crawford, who unfortunately em- 
ployed aqueous extracts of the weed”), His 
negative report, sponsored by the Depart- 
ment of Agriculture, delayed recognition of 
the etiology of the disease. Shortly after- 
wards, Jordan and Harris investigated an 
outbreak of trembles in the Pecos Valley. 
From animal material, feces, and soil they 
isolated the so-called Bacillus lactimorbi, 
which in two impressive reports was pro- 
posed as the pathogenic agent of milk sick- 
ness", The fact that milk sickness exists 
in the Southwest despite the absence of white 
snakeroot lent further plausibility to their 
contention. The failure of others to confirm 
their findings, and the strong resemblance 
of B. lactimorbi to the ubiquitous hay bacil- 
lus have caused the infectious theory to be 
relegated to the medical limbo. 

Clay") in 1914, Marsh and Clawson" in 
1917, Wolf, Curtis and Kaupp®” in 1918, 
and Sackett" in 1919 incontrovertibly es- 
tablished that ingestion of white snakeroot 
consistently produces trembles in a variety 
of experimental animals. Finally, in 1919, 
Marsh, Roe and Clawson" demonstrated 
that the rayless goldenrod of the Southwest 
likewise causes trembles in the experimental 
animal. A sibling of this plant, Aplopappus 
fructicosus, has been subsequently found to 
be equally toxic''®. 

The proposition that milk sickness is 
transmitted to man by the milk of cows 
which have ingested either white snakeroot 
or rayless goldenrod has never been experi- 
mentally established, for obvious reasons. 
The evidence is circumstantial, but nonethe- 
less overwhelming. Gowen states that in 
each of 21 cases of milk sickness investigated 


15. Crawford, A. C.: The Supposed Relationship of White 
Snakeroot to Milk Sickness or ‘“Trembles,”” U. S. Dept. 
Agric. Bureau of Plant Industry, Bull. No. 121:3-20 (April 
18) 1908. 

16. (a) Jordan, E. O. and Harris, N. MacL.: The Cause of 
Milk Sickness or Trembles, J.A.M.A, 50:1665-1673 (May 
23) 1908: (b) Luckhardt, A. B.: Additional Notes on the 
Bacteriology and Pathology of Milksickness, J. Infect. Dis. 
6:492-505 (Sept. 20) 1909. 

17. Marsh, C. D. and Clawson, A. B.: Eupatorium Urticae- 
follum as a Poisonous Plant, J. Agric. Research 11:699 


716 (Dec. 24) 1917. et 
18. Couch, J. F.: Trembles (or Milk Sickness), U. S. Dept. 
Agric., Cire. No. 306 (Nov.) 1933. 
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by him, cattle had been turned to forage in 
wooded areas where white snakeroot was 
identified; the animals developed trembles, 
and in turn those who drank their milk de- 
veloped the intoxication’. Culpepper de- 
seribes his own case of milk sickness, ac- 
quired from the milk of his cow, which three 
days previously had eaten rayless golden- 
rod''’’, Numerous observers have claimed 
that the meat of animals dead of trembles is 
toxic, although at least two investigators 
have failed to substantiate this belief"). 


Tremetol 


In 1927 Couch announced the successful 
extraction from white snakeroot of a pure 
toxic substance, which he called tremetol*"’. 
This substance uniformly causes trembles in 
the experimental animal. In 1930 he isolated 
tremetol from the rayless goldenrod®’’. 
Tremetol is obtained, by a series of alcohol 
and ether extractions, as an aromatic, straw- 
yellow, thick oil. The compound is a levorota- 
tory secondary alcohol. The probable empiri- 
eal formula is C,sH.2.O; and includes a 
phenyl ring with a sidechain containing two 
double bonds. According to Couch, it can 
be recovered in quantity from both dry and 
fresh rayless goldenrod, but only from fresh 
white snakeroot, although it has been long 
maintained that the dry weed remains poi- 
sonous. Although readily oxidized, tremetol 
is unaffected by the heat of pasteurization. 
Two other toxic substances are contained in 
snakeroot, but tremetol alone produces 
trembles. 

Tremetol has not been identified in con- 
taminated milk, although Couch has _ pro- 
duced trembles in experimental animals with 
butter made of contaminated milk'*’, It is 
thought that in the course of metabolism 
some change is wrought in its configuration 
without alteration of toxicity. Presumably 
lactation exerts a protective effect in the 
cow, for cows which have given poisonous 
milk for some time may not be affected by 
trembles until the milk supply fails. It has 


%. Culpepper, M. B.: Milk-Sickness Erroneously Called Alka’i 
Poisoning, Southwestern Med. 10:391-393 (Sept.) 1926. 
20. Couch, J. F.: (a) The Toxic Constituent of Richweed or 

White Snakeroot (Eupatorium Urticaefolium). J. Agric. 
Research 35:547-576 (Sept. 15) 1927; (b) Milk Sickness. 
The Result of Richweed Poisoning, J.A.M.A. 91:°34-236 
(July 28) 1928; (c) Tremetol. The Compound that Pro- 
duces “Trembles” (Milksickness), J. Am. Chem. Soc. 51: 
8617-3619 (Dec.) 1929, 
21. Couch, J. F.: The Toxic Constituent of Rayless Goldenrod, 
J. Agric. Research 40:649-658 (April 1) 1930. x 
Couch, J. F.: Trembles (Milk Sickness) Produced by Toxic 
Butter, Vet. Med. 36:244-245 (May) 1941. 
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frequently been observed that the severest 
cases of milk sickness are occasioned by an 
inordinate consumption of cream and butter, 
and it is probable that tremetol occurs in 
high concentration in the fatty part of the 
milk. The local mountaineers believe that the 
toxin may be seen as minute greenish glob- 
ules on the top of milk. 


Description of Plants Responsible for 


Milk Sickness 


win the light of present knowledge, it is evi- 
dent that trembles and hence milk sickness 
may occur in any area where white snake- 
root or rayless goldenrod abounds. Of the 
forty-odd members of the Eupatorium fam- 
ily, white snakeroot alone is toxic. Appar- 
ently it grows only in this country, for milk 
sickness has never been described elsewhere. 
It is known popularly as white or Indian 
samicle, richweed, deerwort, boneset, white 
top, squaw weed, steria, and poolwort'*’?*, 
Its season is from July through November. 
It grows in rich, moist soil, such as is found 
in timbered and uncleared areas. Locally, 
at least, it luxuriates in the wet bottoms of 
mountain coves. Cattle dislike it but will 
eat it of necessity in unusually dry spells, 
when they are driven to forage in shaded, 
still verdant areas. Hence milk sickness most 
commonly occurs in dry years. The weeds in 
dry hay are said to remain poisonous". The 
plant grows throughout the eastern half of 
the United States. The variation in toxicity 
from year to year and from region to region 
has not been satisfactorily explained'?"”. 
Cultivation of the soil eliminates the weed. 
Although the region served by this hospital 
has been farmed for many generations, many 
of the upland pastures remain only partially 
cleared, and here the plant may often be 
found. Few farmers will admit the presence 


23. “It blooms in September, and has a white blos- 
som of the corymb type, consisting of a cluster 
of flowers, each on its own foot stalk and aris- 
ing from a common axis, and each having a 
fringy bloom. The stalk is from one to four 
feet high, with a square stem, and has opposite 
petioled leaves broadly oval at the base, taper- 
pointed, coarsely toothed, three-ribbed and 
veined, thin and easily skeletonized by insects 
. . . The leaves grow in pairs from alternate 
sides of a stalk, so that each pair is at right 
angles to the pair above or below it ... The 
roots ... grow only about three inches deep... 
The plant thrives well in dry weather, the leaves 
and stem remaining green when neighboring 
plants are parched.”(1)) 
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of snakeroot on their property—often be- 
cause they do not recognize the plant or re- 
fuse to believe that it causes milk sickness, 
but more often because the very rumor vast- 
ly depreciates the resale value of their land. 

Rayless goldenrod or jimmy weed is found 
from southern Colorado to the Texas Pan- 
handle and south to Arizona, Sonora, and 
Chihuahua"). It grows luxuriantly along ir- 
rigation ditches, and, like white snakeroot, 
is eaten by cattle only in lieu of more pala- 
table fodder", 


Pathology and Pathologie Physiology 


Postmortem examinations have been re- 
ported on only 3 human victims of milk sick- 
ness'*"’, The few detailed protocols are on 
animals. The salient findings have been con- 
sistently enlargement and fatty metamor- 
phosis of the liver, occasionally so extreme 
as to render the histologic structure almost 
unrecognizable; fatty infiltration of the 
heart; acute parenchymatous nephritis; hy- 
peremia of the stomach and intestines, and 
hyperplasia of Peyer’s patches®*”. The hu- 
man subjects showed essentially the same 
changes. Adequate studies of the brain have 
not been made. 

The morbid physiology of milk sickness is 
obseure, since the disease is now confined to 
remote rural areas where laboratory facili- 
ties are inadequate. Walsh, early in this 
century, was apparently first to recognize 
the acidosis®®’. He has since suggested that 
the toxin impairs the power of the liver to 
store glycogen, and that hypoglycemia is of 
constant occurrence. The evidence to sup- 
port this hypothesis is that one of his con- 
valescent patients was found to have a nor- 


24. “The plant is a stout, erect, tufted perennial 
herb with a shrubby or near shrubby base, 
minutely hairy to nearly smooth, commonly 
from one to two feet in height, but sometimes 
under favorable circumstances of growth, as on 
banks of irrigating ditches, it may reach a 
height of four feet or even more. 

“The leaves are alternate, linelike or broader, 
one-eighth to one-fourth inch wide, three- 
fourths to two and one-half inches long, usuaily 
with stout. stiff hairs on the margin, occasion- 
ally with short. sharp, scattered teeth, and acute 
or obtuse at the apex. 

“The heads are numerous, with or without 
stems, in terminal flat-topped bunches; the 
bracts surrounding the flower heads are about 
one-eighth inch high, oblong, usually obtuse, 
with obscurely green tips. The tips have seven 
to fifteen tubular vellow flowers. The seeds are 
silky and small.’’(10%) 


25. Editorial: Milk Sickness, or J.A.M.A. 87: 
18385 (Nov. 27) 1926. 
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mal glucose tolerance test but an impaired 
levulose tolerance test, and that 3 patients 
with acute milk sickness were found to have 
rather low blood sugars, despite previous 
treatment with 

The degree of acetonuria produced in the 
experimental animal by the ingestion of 
fresh white snakeroot is said by Bulger, 
Smith, and Steinmeyer to be far greater than 
that produced by starvation alone. These 
workers found hyperlipemia and hypogly- 
cemia, with terminal convulsions, to be fre- 
quent in the rabbit, although these effects 
were by no means regularly produced. Their 
animals exhibited no impairment of nitrogen 
metabolism". Cartland, Heyl, and Neupert, 
using dried white snakeroot, were unable to 
reproduce the severe hypoglycemia described 
by Bulger and his coworkers, and found only 
a mild, irregular hypoglycemia without the 
production of trembles or any toxic effect on 
the liver and kidneys”. Couch, working 
with poisoned sheep, has found a persistent 
Pritchett, of this hos- 
pital, has likewise found hyperglycemia in 
the fatally poisoned sheep'*’. 

The accumulation of guanidine as a result 
of tissue destruction has been prupased as 
an explanation of the action of snakeroot'*"’. 
The possibility that tremetol may also be a 
neurotoxin has not been explored. No plaus- 
ible explanation of the pathogenesis of the 
acute intoxication or of the prolonged, if 
not permanent, disability following apnar- 
ent recovery has yet been suggested. A fas- 
cinating, if somewhat recondite, avenue of 
further investigation lies open. 


Treatment 


Treatment at present remains entirely 
empirical. The traditional lay treatment in 
these mountains has long been the adminis- 
tration of honey and brandy to the point of 
extreme intoxication—a practice in Hardin’s 
opinion not lightly to be dismissed. In his 
experience cases not so treated have a poorer 
prognosis”. Clay"), Lambert®, and 
Way"), to name a few, likewise warmly ad- 


26. Bulger, H. A.. Smith. F. M. and Steinmever. A.: Milk 
Sickness and the Metaholic Disturbances in White Snake 
root Poisoning. J.A.M.A. 91°1964-1986 (Deo 99) 

27. Cartland, G. F.. Hevl, F. Wand Neunert, The 
Hvnoglvcemic Properties of White Snakerect 
Urticaefolium). J. Am. Pharm. A. 20:448-154 (May) 1931. 

28. Pritchett. J. B.: Unnublished data. 

°9, Cutter, J. T.. cited by Moseley (3c). 

30. Lambert. C. F.: Milk Sickness, South. Med, and Surg. o9: 
165-166 (April) 1987. 
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vocate this treatment, although other work- 
ers have obtained good results by the enteral 
and parenteral administration of water, 
physiologic saline solution, crude or pure 
glucose, and sodium bicarbonate. The ra- 
tionale of the brandy treatment is that trem- 
etol is partially detoxified by esterification 
with the alcohol’. Certainly nausea is alle- 
viated by the induction of an alcoholic stu- 
por. It remains to be proved, however, that 
vomiting is a local rather than a central 
effect of tremetol, or that a_ significant 
amount of unfixed toxin is present in the 
stomach by the time treatment is instituted. 
It would appear reasonable that similar im- 
provement might be obtained by heavy bar- 
biturate narcosis. Evacuation of the bowels 
is generally recommended. 

The therapeutic regimen employed by 
Hardin at this hospital consisted in the ad- 
ministration of brandy and honey to the 
point of intoxication, duodenal drainage, 
proctoclyses of sodium chloride and sodium 
bicarbonate, hypodermoclyses of glucose so- 
lution, enemas, and magnesium sulfate 
catharsis. After alcoholic intoxication was 
maintained for twenty-four to seventy-two 
hours, the patient was usually able to toler- 
ate a liquid and laler a soft diet without 
vomiting, and to leave the hospital within 
a week. Since Hardin’s death in 1937, treat- 
ment has consisted solely of honey and 
brandy given if necessary by gavage, intra- 
venous infusions, and emptying of the bowel 
as it is deemed necessary. Equally good re- 
sults have been attained. 

Prevention is, of course, the ultimate goal 
of all treatment, and the history of milk 
sickness indicates that elimination of the 
poisonous plants has led to the virtual dis- 
appearance of the disease. It persists in re- 
mote rural areas because of prejudice, ig- 
norance, and indifference. Since these phe- 
nomena are not regional, it may be safely 
assumed that milk sickness will continue to 
occur sporadically. Fortunately the disease 
has not been known to occur in urban com- 
munities (where it would probably be un- 
diagnosable), since commercial pooling of 
milk renders the toxin innocuous by dilution. 


Summary 


Milk sickness is now a medical curiosity, 
although a century ago it was a formidable 
disease. The primary intoxication in cattle 
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is caused by the ingestion of white snake- 
root or rayless goldenrod, and is transmitted 
in milk to man. The disease is characterized 
by anorexia, weakness, fatigability, consti- 
pation, nausea, and pernicious vomiting in 
acute, relapsing, and probably chronic forms. 
The acute phase is marked by profound de- 
hydration and acidosis, and a fatal termina- 
tion is common. Fever and leukocytosis do 
not occur. 

The toxic principle contained in white 
snakeroot and rayless goldenrod is a second- 
ary alcohol called tremetol. The mode of ac- 
tion of tremetol is unknown. Treatment is 
nonspecific and is directed toward correction 
of dehydration and acidosis. Empirically, 
the use of intoxicating doses of alcohol ap- 
parently improves the prognosis. Convales- 
cence is prolonged, and relapse often follows 
premature physical exertion. 

Milk sickness has virtually disappeared as 
white snakeroot has been eliminated from 
the pasture land of the eastern United 
States. 


DIPHTHERITIC MYOCARDITIS 
A Case Report 


WESTON M. KELSEY, M.D. 
WINSTON-SALEM 


Myocarditis is a serious complication of 
diphtheria. Because of the decreasing inci- 
dence of diphtheria in the past few years, 
patients with diphtheritic myocarditis are 
seen only rarely. The case reported below 
illustrates many of the problems which arise 
in the diagnosis and treatment of this dis- 
ease, 


Report of Case 


E. H., a 13-year-old boy, was referred to the North 
Carolina Baptist Hosvital on December 21, 1945, 
with the diagnosis of pharyngeal diphtheria. The 
history obtained was unsatisfactory, since he lived 
with a foster mother who knew little about him. 
As almost all North Carolina school children are 
immunized against diphtheria, he probably had re- 
ceived prophylaxis. His present illness began about 
six days prior to admission. with general malaise. 
Five days before admission the right side of his neck 
became “enormous.” Two days later a right periton- 
sillar abscess was incised at the local hospital. He 
remained in that hospital for three days, during 
which time ho received 240,000 units of penicillin. 
When a virulent diphtheria organism was obtained 
from the throat, he was given 25,000 units of diph- 


From the Department of Pediatrics of the Bowman Gray 
School of Medicine of Wake Forest College, and the Pediatric 
Service of the North Carolina Baptist Hospital. Winston- 
Salem, North Carolina. 
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theria antitoxin and was tranferred to this hospital 
for further care. 

Physical examination on admission revealed a 
poorly nourished, moderately ill, white male in no 
acute distress. The rectal temperature was 99.2 F., 
the pulse rate 88, and the respiratory rate 20. The 
blood pressure was 110 systolic, 60 diastolic. The 
patient was dehydrated. The cervical glands were 
greatly enlarged and slightly tender. A _ necrotic 
membrane covered the right tonsil and extended 
to the uvula; a smaller membrane was present on 
the left tonsil, and the entire pharynx was edema- 
tous. The palate moved poorly, and the patient was 
hoarse; this hoarseness was felt to be a result of 
local edema. The heart was not enlarged to percus- 
sion; the rate was regular and no murmurs were 
heard. The liver and spleen were not palpable. The 
neurologic examination was within normal limits. 


Fig. 2. December 31, 1945. Normal sino-auric- 
ular rhythm. Rate 100. Low voltage in limb 
leads. PR interval 0.16 seconds. QRS time 0.05 
seconds. T waves in all leads small but upright. 
Lead C F IV normal save for 1 mm. depression 
of S-T segment. 
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Laboratory examinations made on _ admission 
showed the hemoglobin to be 13.7 Gm., the red 
blood cell count 5,040,000, and the white blood cell 
count 13,800, with 84 per cent polymorphonuclear 
leukocytes. The urinalysis showed a 2 plus reaction 
for albumin; the specific gravity was 1.024. The 
centrifuged sediment contained a moderate number 
of granular casts, many white blood cells, and rare 
red blood cells. Throat cultures showed a moderate 
number of beta hemolytic streptococci, and numer- 
ous colonies of Corynebacterium diphtheriae, which 
gave a positive guinea pig virulence test. No at- 
tempt was made to establish the type of the organ- 
ism. The remainder of the laboratory data are pre- 
sented on the graph (fig. 1). 


No further antitoxin was given, since it was 
thought that the patient had received an adequate 
amount prior to admission. Sulfadiazine and penicil- 
lin were given for the streptococcal infection. Large 
amounts of parenteral fluids were administered to 
combat the dehydration. 


The initial azotemia, which was felt to be caused 
by dehydration, was relieved by the administration 
of fluids. A second episode of azotemia following 
renal complications of sulfadiazine therapy was 
treated successfully by stopping the sulfadiazine 
and by giving increased amounts of fluids and al- 
kalies. 

Cardiac involvement was not suspected until the 
sixth day after admission. Physical examination on 
that day showed no clinical signs of cardiac insuffi- 
ciency. The pulse rate was 100 and regular. The 
heart was not enlarged to percussion; the sounds 
were normal, and there were no murmurs. The blood 
pressure was 100 systolic, 60 diastolic. An electro- 
cardiogram was obtained because it was felt that 
early cardiac failure might be a factor in the pa- 
tient’s oliguria. The first electrocardiogram (fig. 2) 
showed low voltage in the limb leads, a PR interval 


Fig. 3. January 8, 1946. Comparison with figure 
2 shows extreme changes. Rate 80. Delayed in- 
terventricular conduction is evident (QRS time 
0.10 seconds), and the T waves in the limb leads 
are inverted. S-T, is elevated 1.5 mm., and there 
is no positive R, deflection. The PR interval is 
unchanged—0.16 seconds. Thes patterns are not 
unlike atypical bundle-branch block and are con- 
sistent with an acute process in the myocardium. 
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Fig. 4. January 10, 1946. This electrocardio- 
gram, made forty-eight hours after fig. 3, shows 
further drastic changes. QRS, shows markedly 
lowered voltage; S-T, is depressed and there 
is cove-plane inversion of T,. T., is now upright 
and T, is somewhat flattened. Positive R, de- 
flection is still absent. These findings indicate a 
rapidly changing acute process in the myocard- 
ium. 


at the upper limits of normal, and a slight depres- 
sion of the S-T segment in C F IV. The second 
electrocardiogram (fig. 3) showed a marked increase 
in the QRS time to 0.10 seconds, inversion of the 
T waves in the limb leads, elevation of S-T, to 1.5 
mm., and absence of a positive R, deflection. Two 
days later there was marked lowering of the voltage 
in QRS,, together with depression of S-T,, coveplane 
inversion of T, and absence of a positive R, deflec- 
tion. These changes disappeared gradually, and ten 
weeks later the electrocardiogram was entirely nor- 
mal (fig. 5). 

Questionably weak heart sounds were heard occa- 
sionally and moderate tachycardia was noted, but 
physical examination never revealed definite evi- 
dence of heart disease. Nausea and vomiting were 
troublesome from the twenty-seventh to the thirtieth 
day, and it was felt that this was a symptom of 
myocardial disease’). During this patient’s pro- 
longed course no cardiac enlargement was demon- 
strated either by percussion or by teleroentgeno- 
gram. The blood pressure remained normal. The 
liver never became palpable or tender, and the car- 
diac rhythm and rate remained regular. 

On admission it was felt that the local edema 
caused the hoarseness and the weak palatal move- 
ment. Improvement of these functions in the first 
few days of hospitalization substantiated this opin- 
ion. Twenty-two days after the onset of the illness, 
however, the patient again became hoarse. The gag 
reflex was not present, and fluids were regurgitated 
through his nose. This palatal paralysis persisted 
until the fifty-first day, from which time recovery 
was rapid. 

The patient was seen seven weeks after discharge. 


1. MeMillan, R. L.. Cowden, F. E., ana netnhart. J. B.t 
Gastrointestinal Symptoms of Progressive Myocardial Dis- 
ease, Am. Heart J. 29:580-587 (May) 1945. 
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Fig. 5. March 10, 1946. Ten weeks later the elec- 


trocardiogram is normal. The voltage is ade- 


quate; the T waves are upright and of good 
caliber; QRS time is 0.07 seconds, and the PR 


interval is unaltered—0.16 seconds. 


During this interval he had gained 10 pounds in 
weight, ard there was no edema. Physical examina- 


tion revealed a normal 13-year-old boy. The Schick 
test was negative, and an electrocardiogram was 


normal. The patient was discharged to full activity. 
The Frequency of Subclinical 
Diphtheritic Myocarditis 


The development of electrocardiographic 
evidence of myocardial involvement in diph- 
theria without physical signs of cardiac dis- 
ease apparently is common. The fact that 
electrocardiograms are usually made only 
after the clinical findings point to cardiac 
trouble probably accounts for the relatively 
low percentage of cases of diphtheria in 
which mvocarditis is diagnosed, and also ex- 
plains the marked discrepancies in the inci- 
dences of cardiac involvement reported in 
various series. Many authors who have made 
routine electrocardiograms on all their pa- 
tients with diphtheria have found that a 
significant number of patients showed elec- 
trocardiographic abnormalities without phy- 
sical signs of myocardial disease, and a 
number of authors comment that there is 
probably more undiagnosed diphtheritic 
heart disease than that which is recognized. 


Prognosis 


There is agreement that the prognosis is 
poorest in the presence of conduction defects. 
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Andersen, however, noted that the patients 
who died earliest had the most marked physi- 
cal signs and the least electrocardiographic 
changes'"’, Rostoski™? believes that the early 
onset of myocarditis, even if it is manifested 
only by the electrocardiogram, implies a poor 
prognosis. Alstead, on the other hand, feels 
that the course is usually mild when electro- 
cardiographic changes are present in the ab- 
sence of physical findings". Certainly there 
is abundant evidence that routine electro- 
cardiograms should be made early in the 
course of diphtheria as a guide to the man- 
agement of convalescence. Intravenous hy- 
pertonic glucose is probably the most effect- 
ive form of therapy in diphtheritic heart 
disease, and prompt institution of treatment 
is probably of importance. 

The prognostic significance of albuminuria 
is doubtful. Kuenzel) observed that the per- 
sistence of albuminuria beyond the eighth 
day was of serious import. Hoyne™ pointed 
out the frequency with which albuminuria 
precedes the onset of clinical myocarditis, 
and considered it an unfavorable prognostic 
sign. Undoubtedly dehydration, with the ac- 
companying renal dysfunction, may cause 
albuminuria. 

Burkherdt and his 
Place’**), and Alstead?*) commented on the 
high degree of correlation between the de- 
velopment of myocarditis and the appear- 
ance of paralysis. Togasaki and his asso- 
ciates, however, observed 278 patients with 
diphtheritic myocarditis, of whom only & had 
paralysis™, 

Treatment 


The treatment of diphtheritic myocarditis 
is unsatisfactory. Antitoxin should be given 


2. (a) Alstead, S.: The Electrocardiogram in Diphtheria, 
Quart. J. Med. 1:277-288 (April) 1982: (b) Andersen, M. 
S.: Electrocardiographic Studies on Diphtheritic Mvocardi- 
tis, Acta med. Seandinay. 84:258-812, 1934; (c) Natin, I. 
and da Rin, C.: Electrocardiographic Alterations in Diph- 
theria, Semana Med. 1:1789-1861 (June 14) 1984:  (d) 
Shookhoff, C.. and Taran, L. M.: Electrocardiogranphice 
Studies in Infectious Diseases: Diphtheria, Am. J. Dis. 
Child, 42:811-886 (Oct.) 1981; (e) Neubauer, C.: Diphtheric 
Heart-Disorders in Children. Brit. M. J. 2:91-94 (Julw 5) 
1942; (e) Wesselhoeft, C.: Cardiovascular Disease in Diph- 
theria, New England J. Med. 223:57-66 (July 11) 1940; 
(g) Place, E. H.: The Heart in Diphtheria and Scarlet 
Fever, New England J. Med. 207:864-874 (Nov. 17) 1932; 
(h) Burkhardt, FE. A.. Eggleston. C.. and Smith, T.. W.: 
Electrocardiographic Changes and Peripheral Nerve Palsies 
in Toxic Diphtheria, Am. J. M. Se. 195:301-313 (March) 
1938, 

3. Rostoski, O.: Heart in Diphtheria, Muenchen. med. 
Wehnschr. 85:434-440 (March 25) 19388. 

4, Kuenzel, 0.: Value of Albuminuria in Prognosis of Diph- 
theria, Deutsche med. Wehnschr. 65:328-330 (March 3) 
1939. 

5. Hoyne, A. L., and Welford, N. T.: Diphtheritic Myocardi- 
tis, J. Pediat. 5:642-653 (Nov.) 19384. 

6. Togasaki, Y., Rosove, L., Bower, A. G., and Hamilton, 
P. M.: Treatment, Complications and Deaths in 753 Cases 
of Clinical Diphtheria, Am. J. M. Se. 204:218-227 (Aug.) 
1942, 
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as early as_ possible, and in adequate 
amounts. There is agreement that intra- 
venous hypertonic glucose can be of value 
in the treatment of diphtheritic myocarditis. 
This belief is substantiated by animal ex- 
periments’. It is generally agreed that digi- 
talis is a dangerous drug in diphtheria’. 
The extensive studies of Edmunds’ on ani- 
mals give additional confirmation of its po- 
tential toxicity in this disease. 
Summary 

A case of diphtheritic myocarditis is re- 
ported, and the frequency of subclinical diph- 
theritic myocarditis is discussed. The impor- 
tance of early recognition of myocardial in- 
volvement is stressed, since the prognosis 
may be altered by appropriate therapy in the 
acute phase and by prolonged convalescent 
care. 


Dr. Robert L. MeMillan of the Department of 
Medicine interpreted the electrocardiograms and 
gave advice in the management of the cardiac 
complications. 

7. Edmunds. C. W.: Circulatory Collapse in Diphtheria, Am. 

J. Dis. Child, 54:1066-1079 (Noy.) 1937. 


8. McCulloch, H.: Administration of Digitalis into Children 
with Diphtheria, South. M. J. 14:110 (Feb.) 1921. 


Maternal Welfare Section 


MATERNAL MORTALITY IN NORTH 
CAROLINA 


FRANK R. LOocK, M.D. 
WINSTON-SALEM 


Obstetrics is an inevitable part of the 
practice of most physicians, and each general 
practitioner conducts about 50 deliveries a 
year, or approximately 2,000 during his med- 
ical experience. By the law of averages he 
sees the frequent complications of pregnancy 
often, but may never encounter other less 
common complications. The Maternal Wel- 
fare Committee has collected data from all 
the physicians in North Carolina who have 
managed an obstetric condition resulting in 
a maternal death. The collected information 
may benefit all who are interested in obstet- 
rics, for by learning the facts associated with 

Report of the Maternal Welfare Committee to the 
Medical Society of the State of North Carolina, read 
at the Second General Session, Virginia Beach, May 
14, 1947. Members of the Maternal Welfare Com- 
mittee are: 


J. Street Brewer, M.D. 
G. M. Cooper, M.D. 


Ivan Procter, M.D. 
R. A. Ross, M.D. 

*. W. Franklin, M.D. R. A. White, M.D. 

J. S. Hunt, M.D. Frank R. Lock, M.D., 
T. L. Lee, M.D. Chairman 
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each death we may make an intelligent ap- 
proach to correct the specific problems which 
now exist. 

In December, 1945, the Maternal Welfare 
Committee was organized. At that time 
North Carolina was among the eight states 
in the nation with the highest maternal 
death rates. The object of the committee is 
to promote any method which will reduce the 
number of deaths associated with pregnancy. 

One hundred and twenty-seven deaths 
have now been studied by the committee. A 
questionnaire has been sent to each physi- 
cian who has signed a death certificate for 
a woman whose final illness was associated 
with pregnancy. Often additional questions 
are asked to obtain conclusive evidence of 
the cause of the patient’s death and the 
method of management, since the committee 
must have full information in order to ana- 
lyze the record accurately. A meeting of the 
committee is held whenever a sufficient num- 
ber of complete records are on hand. The 
entire committee considers carefully each de- 
tail of the patient’s last illness and of the 
treatment the patient received. No names 
are used in the presentation and discussion 
of the record, and the entire committee de- 
cides in an unprejudiced manner whether 
or not the death was preventable, and the 
factor responsible for those deaths which 
are preventable. The final report to the phy- 
sician who signed the death certificate is out- 
lined, and in each instance a report giving 
the conclusions of the committee and their 
reasons for them is sent to the physician. 


Principal Causes of Maternal Deaths 


Toxemia 
Toxemias—hypertensive complications of 


pregnancy—have been the direct cause of 


death or a contributory factor in an astound- 
ing majority of the cases (table 1). In 93 
instances the committee has had to consider 
this important problem as a factor in the 
patient’s last illness and ih the decision 
made in the management of the presenting 
problem. 


Table 1 
Toxemia of Pregnancy 

Contributing to death ........................:.2.2---- 41 
Direct cause of death... 

Convulsions: Before delivery ........ 16 

After delivery .......... 14 

22 
TOTAL 93 
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Twenty-two of the patients clearly demon- 
strated renal insufficiency complicated by 
pregnancy, with a definite record of hyper- 
tension and albuminuria in the early weeks 
of pregnancy. In some instances, they were 
properly advised to have the pregnancy in- 
terrupted, but refused. In others, the lack 
of adequate facilities for the care of the pa- 
tient or an error in judgment, with inade- 
quate appreciation of the danger to the pa- 
tient, resulted directly in the loss of life. 

Acute and fulminating pre-eclampsia fol- 
lowed by convulsions occurs in an appreci- 
able group of patients in our state. Many 
physicians consider one examination during 
each month of pregnancy sufficient to fulfill 
the obligation of prenatal care. The fallacy 
of this concept is clearly demonstrated by 
the convulsive deaths of five women within 
two weeks after an examination at which no 
abnormality was found. In order to avoid 
these deaths, urinalyses and determinations 
of the weight and blood pressure should be 
made each week during the last month of 
pregnancy, and the patient should be edu- 
cated to the danger related to signs and 
symptoms of toxemia. The observance and 
treatment of minor changes will almost al- 
ways forestall the development of a serious 
toxemic condition. 

Thirty patients had convulsions during 
their last illness. These preceded delivery 
in 16 cases, and in 14 followed a successful 
delivery. Net one of this group had the ad- 
vantage of ideal prenatal care, and in only 
one instance was the death considered by 
the committee to be unpreventable. In some 
cases, however, the death was unavoidable 
with the available facilities and assistance. 
The principal error noted in the manage- 
ment of this problem was a fals2 sense of 
security after delivery of the patient and in- 
adequate treatment in the early puerperium. 

On five occasions sudden death has fol- 
lowed the administration of a spinal anes- 
thetic to a patient with toxemia. The com- 
mittee is convinced that this anesthetic 
method is contraindicated in the presence of 
hypertension and pregnancy. 


Hemorrhage 


Hemorrhage closely follows the toxemias 
of pregnancy as a cause of maternal deaths. 
In 75 cases it has been the direct or contrib- 
uting cause of death (table 2). Postpartum 
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Table 2 
Hemorrhage 
Contributing to death 
Direet cause of Geatn ................................. 51 
Postpartum hemorrhage ................ 31 
Postabortion hemorrhage 
Ectopic pregnancy 5 
5 
Abruptio placentae 1 


hemorrhage has taken the greatest toll of 
lives. Thirty-one women have bled to death 
following their delivery, 9 after an abortion, 
and 5 as a result of ectopic pregnancy. In 
24 patients the loss of blood has contributed 
seriously to the fatal outcome of an infection 
or other complication. Only 6 of these pa- 
tients have received blood transfusions, and 
none have been given a quantity of blood 
sufficient to be expected to save the patient’s 
life. Seven of the patients have died un- 
attended by a physician. Delays in calling 
for assistance on the part of the family were 
responsible in 3 cases, but in 4, a precipitate 
labor was quickly followed by a_ profuse 
hemorrhage and death. The latter patients 
in rural areas were the victims of their en- 
vironment and could have been saved only 
by proper assistance immediately available. 


Abortions 


Abortions represent a widespread menace 
in our state. Criminal interference with 
pregnancy cannot be proven in most in- 
stances, but it is strongly suggested in many 
records. Of the 24 deaths associated with 
abortion, 9 were due to hemorrhage, 11 to 
infection, and 4 to toxic drugs ingested in an 
attempt to produce an abortion (table 3). 


Table 3 
Causes of Deaths Associated with Abortions 
9 


Nine (45 per cent) of the patients were 
married, leaving other children motherless. 
Often the patient concealed her illness at 
home, and medical aid was not sought until 
she was moribund. This fact is shown by 
the predominance of abortions in the deaths 
from infection. The majority of the patients 
in the group received little or no treatment 
until the last forty-eight hours of life. 
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Heart disease and anesthesia 

The two additional complications requir- 
ing our attention within the state are heart 
disease and anesthetic complications, which 
together took 21 lives. The records show 
that the cardiac lesion was not often recog- 
nized early, and that proper treatment was 
delayed or withheld through errors in diag- 
nosis or management. Each of the commonly 
used anesthetic methods has been responsible 
for one or more deaths. Spinal anesthesia has 
been the principal offending agent, with sud- 
den death following the injection on seven 
occasions. 
Factors Responsible for Preventable Deaths 

As a society we must be vitally interested 
in the factors responsible for our preventable 
maternal deaths (table 4). Eighty-two rec- 
ords have been fully classified by the com- 
mittee. Sixty-six of the group were obstetric 
deaths, or deaths resulting directly from a 
complication of pregnancy. Sixty of these 
were preventable. Sixteen were classified as 
non-obstetric, since the cause was not direct- 
ly related to pregnancy, although the death 
occurred because of the presence of preg- 
nancy. Five of these were classified as pre- 
ventable. 


Table 4 
Preventable obstetric deaths 60 
Non-preventable obstetric deaths 6 
Preventable non-obstetric deaths 1 


Non-preventable non-obstetric deaths 5 


One or more of the three principal factors 
listed in table 5 was present in each of the 
preventable deaths. Ignorance or neglect on 
the part of the patient or her family (not 
seeking medical care or refusal to follow the 
correct advice when it was given) was the 
most frequent factor in the records. In 55 
cases this problem was largely responsible 
for the patient’s death. Errors in judgment 
or technique on the part of the physician 
were recorded on 48 cases by the committee. 
Lack of facilities to care for the patient has 
directly caused 11 deaths. 

It is recognized that we have observed 
idealistic rules in our assignment of. the re- 
sponsible factor. Under ideal conditions 
peritonitis does not develop following a 


Table 5 


Factors Responsible for Preventable Deaths 
Neglect or ignorance of patient oe 


Physician error 48 
Lack of facilities 11 
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cesarean section or vaginal delivery. The ad- 
vent of this complication is an indication of 
a break in aseptic technique; and although 
an error in sterilization of the instruments 
is at fault, it is the responsibility of the phy- 
sician in charge of the patient. In other in- 
stances gross errors in management have 
contributed to the patient’s death. 

The need for more capable consultants is 
a paramount problem. In many areas it is 
impossible to obtain the consultation of a 
specialist, and often telephone or “curb- 
stone” consultations have been used. In only 
12 of the 72 records which gave full infor- 
mation relative to consultations was satis- 
factory consultation obtained during the 
patient’s terminal illness (table 6). This 
problem and a lack of interest in exact as- 
signment of the cause of death are empha- 
sized by the filing of 22 death certificates on 
which the cause of the patient’s death was 
given inaccurately. 


Table 6 
Consultation 
Adequate consultation 
Unsatisfactory or none ..... 60 


Summary and Conclusions 


It is too early in the course of the work 
of the Maternal Welfare Committee to draw 
sweeping conclusions about the general prob- 
lems which exist in North Carolina. Several 
limited conclusions are obvious, however. 


1. Widespread ignorance exists among the 
laity. A broad educational campaign must 
be launched to avoid unnecessary deaths 
which result from the patient’s failure’ to 
seek medical aid. 
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2. Standard practices in the management 
of obstetric complications must be widely en- 
couraged by all members of our profession, 
and the rules of conservatism must be closely 
adhered to. 


3. Available consultants are urgently 
needed in many areas. 


4. Blood banks or other measures to fa- 
cilitate the administration of whole blood 
are essential to safe obstetric practice and 
must be made available. 


5. A careful general examination of each 
patient, including an examination of the 
heart and lungs, must be made to avoid un- 
necessary deaths after anesthesia and minor 
operative procedures incidental to obstetric 
problems. 


6. Ten deaths directly due to anesthesia 
re-emphasize the danger of all anesthetic 
agents. Careful preparation of the patient 
and skillful administration, with all safe- 
guards necessary to protect the patient, are 
required to make anesthetization a safe pro- 
cedure. 


Prevention versus cure.—For a very long time we 
have accented the old adage, “Prevention is better 
than cure.” In our new era the belief in it—for of 
its truth there can be no doubt—must be made ever 
more manifest in our research and its directives and 
in our teaching. The most conspicuous interest of 
the student ten or twenty years hence will, I hope, 
no longer be in the rare or difficult and too often 
incurable case, but in the common and more under- 
standable and preventable disease. May the daily 
question on his lips become not “What is the treat- 
ment?”, but “What are the causes?” and “If pre- 
ventable, then why not prevented?”—John A. Ryle: 
Social Pathology and the New Era in Medicine, Bull. 
New York Acad. Med. 23:328 (June) 1947: 
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THUMBNAIL SKETCHES 
OF EMINENT PHYSICIANS 


JOSIAH C. TRENT, M.D., F.A.C.S., Kditor 


OBSTETRICS AND GYNECOLOGY 
IN AMERICA 


Vil 


CHARLES D. MEIGS AND 
HUGH LENOX HODGE 


Medical history records that some men are 
remembered for their obstruction to the 
progress of medicine. Charles D. Meigs 
(1792-1869), an inspired teacher of obstet- 
rics and gynecology in the Jefferson Medical 
College, Philadelphia, is a typical example. 
He stubbornly and intolerantly opposed the 
introduction of anesthesia into surgery and 
obstetric practice, the theory of contagion of 
puerperal infection, cesarean section, and 
celiotomy for ovarian and other pelvic neo- 
plasms. Time has proven that these meas- 
ures were momentous and enduring in sig- 
nificance. 

In 1848, Oliver Wendell Holmes presented 
his essay on the “Contagiousness of Puer- 
peral Fever” before the Boston Society of 
Medical Improvement. Immediately Profes- 
sor Meigs and Professor Hugh L. Hodge of 
the University of Pennsylvania attacked 


Fig. 1. Charles D. Meigs, 1792-1869 (Repro- 
duced through the courtesy of the Jefferson 
Medical College Library) 
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Holmes’s theory. Meigs, a fine orator, berated 
this “absurd theory” and invoked Provi- 
dence, as the alternative of accident, to ac- 
count for the ‘“‘coincidences.’”’ Holmes’s fa- 
mous reply was, ‘There is a point of mental 
saturation, beyond which argument cannot 
be forced without breeding impatient, if not 
harsh feelings towards those who refuse to 
be convinced. If I have so far manifested 
neither, ‘t is well to stop here, and leave the 
rest to those younger friends who may have 
more stomach for the dregs of a stale argu- 
ment.” 

Charles D. Meigs should be remembered 
not only for his uncompromising opposition 
to great medical discoveries but also as an 
exponent of conservative obstetrics and as 
a contributor to the establishment of scien- 
tific obstetrics in America. He was a pioneer 
in the new era of obstetrics, even though he 
was proven to be completely wrong in so 
many instances. Medical progress is en- 
hanced by vigorous opposition. 

Hugh Lenox Hodge (1796-1873), profes- 
sor of obstetrics at the University of Penn- 
sylvania from 1835 to 1861, was a native of 
Philadelphia of Scottish descent. Like Meigs, 
he never failed to take issue with the author- 
ities of his time whenever his personal ob- 
servations and clinical experience were at 


Fig. 2. Hugh Lenox Hodge, 1796-1873 (Repro- 
duced through the courtesy of the University of 
Pennsylyania School of Medicine Library) 
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variance with their views. 

Hodge was an excellent teacher and writer. 
Whitridge Williams considered his textbook, 
PRINCIPLES AND PRACTICE OF OBSTETRICS, 
published in 1864, as a masterpiece. Hodge 
also had considerable mechanical genius, and 
devised a placental forceps, long obstetric 
forceps, craniotomy scissors, and a pessary 
which is still popular. His pessary was con- 
structed upon true mechanical principles— 
supporting the uterus by sustaining itself 
against the vaginal walls rather than against 
the rami of the pubis. 

Hodge’s later years were difficult because 
of failing vision. He was unable to read for 
the last twenty years of his life, and had to 
retire from teaching in 1863. 

Hodge is recognized in obstetric history 
as a truly great man. He condemned symphy- 
siotomy and held the middle road in regard 
to cesarean section. He advocated that all 
obstetric operations should be performed, as 
far as practicable, in accordance with the 
natural mode of delivery. 

In 1871, the University of Pennsylvania 
bestowed upon him a high honor, the degree 
of Doctor of Laws. He richly deserved this 
tribute. 

WALTER L. THOMAS, M.D. 
Duke Hospital 
WALTER CHANNING (1786-1876) 
Pioneer in Obstetric Anesthesia 

Walter Channing, M.D., who began the 
use of ether in obstetrics a few months after 
the first public demonstration of ether anes- 
thesia at the Massachusetts General Hospital 
in 1846, was one of three talented brothers, 
sons of William Channing, a lawyer, of New- 
port, Rhode Island. One brother, Edward 
Tyrrell Channing, became a teacher of Eng- 
lish at Harvard and exerted his influence on 
such pupils as Emerson, Holmes, Sumner 
and Lowell. The second brother, William 
Ellery Channing, was the leader of Unitari- 
anism. Walter Channing, the “medical 
Channing” (‘My brother preaches and I 
practice”), entered Harvard College in 1804 
with his cousin, Richard Henry Dana. He 
took part in the “Rebellion of 1807,” and 
thus failed to graduate with his class, al- 
though he received his degree in 1867. For 
his M.D. he went to the University of Penn- 
sylvania. After graduation in 1809, Chan- 
ning spent three years abroad, principally in 
Edinburgh and London, before returning to 
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Boston in 1812 to practice obstetrics. Har- 
vard welcomed back her erring son by con- 
ferring upon him an M.D. degree, and in 
1815, only three years later, made him the 
first professor of obstetrics in the Harvard 
Medical School. He served his school for 
nearly forty years; for thirty of them he 
acted as dean. 

Channing made three distinct contribu- 
tions to medical thought. As early as 1819, 
when a young man, he studied cases of deliri- 
um tremens and strongly supported the view, 
not prevalent at that time, that sudden with- 
drawal of alcohol would not result in deli- 
rium. He made a “diligent inquiry on this 
point” in the Boston almshouse, and pub- 
lished his notes in the old New England 
Journal of Medicine and Surgery for Janu- 
ary, 1819. In 1842 he recorded the first de- 
scription of so-called hemolytic anemia of 
pregnancy. He considered transfusion as a 
method of treatment, but, fearing some un- 
known incompatibility, dared not try it. That 
the idea even occurred to him in 1842 dis- 
closes his scientific curiosity. 

Channing was soon to find an outlet for 
his inquiring mind in etherization”’. Two 
cases of delivery under ether were reported 
in May, 1847. Later in the same year Chan- 
ning had used ether six times, and by .1848, 
when his monograph, Treatise on Etheriza- 
tion in Childbirth, appeared he could report 
on its use in more than 500 cases. In a storm 
of controversy over the use of ether, or in- 
deed any anesthetic in childbirth, Channing 
held a strong hand and played it with grea 
skill. 

A devout Unitarian, an ardent temperance 
reformer, a pacifist, he was a gay, vivacious 
and irresistible person, humorous and bril- 
liant in conversation. For a pleasing insight 
into Channing as a traveler in Europe in 
1852, with comments on puerperal fever and 
a discussion of the ether vs. chloroform con- 
troversy, any physician will enjoy his letters 
to a medical friend, published as Professional 
Reminiscences of Foreign Travel. 

HENRY R. VIETS, M.D. 
Boston, Mass. 


1. Channing, Walter: (a) A Case of Inhalation of Ether in 
Instrumental Labor, Boston M. & S. J. 36:313-318 (May 
19) 1847 (Note: The delivery was performed on May 7): 
(b) Inhalation of Ether in a Case of Laborious Labor, 
Boston M. & S. J. 86:335-337 (May 26) 1847; (c) Two Cases 
of Inhalation of Ether in Instrumental Labor, privately 
printed, Boston, 1847 (Note: Contains the first two pa- 
pers); (d) Inhalation of Ether, Boston M. & S. J. 36:366 
(June 2) 1847; (e) Cases of Inhalation of Ether in Labor, 
Boston M. & S. J. 36:415-419 (June 24) 1847; (f) Six 
Cases of Inhalation of Ether in Labor, Boston, White & 
Potter, 1847 (Note: Contains the first three papers, with 
alterations and additions). 
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CENTENNIAL MEETING OF THE 
AMERICAN MEDICAL ASSOCIATION 


While the reckless use of superlatives is 
an American failing, it is safe to say that 
the meeting of the American Medical Asso- 
ciation in Atlantic City, June 9-13, was the 
greatest medical meeting ever held in the 
world. The fact that 1947 marks the cen- 
tennial anniversary of the founding of the 
American Medical Association was respon- 
sible for the unusual interest in this year’s 
program. Atlantic City hotels and the huge 
auditorium which housed the exhibits and 
most of the section meetings were filled to 
capacity. Many doctors were unable to se- 
cure reservations. 


EDITORIALS 


119 


For several days preceding the formal 
opening of the annual session, various special 
societies held meetings. On Sunday at 11 
a.m. religious services were held in the Con- 
vention Hall. The speakers were Rev. Ralph 
Cooper Hutchison, Rabbi Joshua L. Liebman, 
and Monsignor Fulton J. Sheen. On Sunday 
afternoon the annual conference of state 
presidents and officers competed for atten- 
tion with a conference of county society 
officers. 

On Monday and Tuesday general scientific 
meetings were held in the ballroom of the 
Convention Hall, where advances in medi- 
cine and surgery were discussed by experts 
from this country and abroad. North Caro- 
lina was represented in the panel discussion 
on emergency surgery by Dr. Barnes Wood- 
hall of Durham, whose subject was head in- 
juries. 

The high light of the opening session on 
Tuesday night was, of course, the address 
of Dr. Edward Ll. Bortz, delivered after he 
was installed as president of the American 
Medical Association. This address, which 
made a most favorable impression on his 
audience, was published in the Journal of 
the American Medical Association for June 
14. 

The House of Delegates was in session 
for four full days—from Monday to Thurs- 
day — with the exception of Wednesday 
morning. There was an enormous amount 
of work to be done, and progress was de- 
layed by the large number of distinguished 
visitors who had to be introduced to the 
House, many of whom made addresses of 
varying length and intelligibility. Ordinarily 
the reports of the officers and of various spe- 
cial committees have been heard and most of 
the resolutions have been introduced before 
adjournment on Monday morning. This year, 
however, the House was exactly twenty-four 
hours behind schedule. It was Tuesday morn- 
ing before resolutions were called for. 

The most dramatic occurrence of the meet- 
ing came on Monday morning after Dr. 
Sensenich, chairman of the Board of Trust- 
ees, called for an executive session and read 
to it a long telegram from Senator Murray 
to President Harrison Shoulders. This mes- 
sage denounced the National Physicians 
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Committee for continuing its fight on com- 
pulsory health insurance, and abused the 
A.M.A. for not acceding to the demands of 
President Truman for a national health in- 
surance act. The telegram was dated the 
day before it was delivered, and had been 
timed for release to the press immediately 
after it was read to the House of Delegates. 
Obviously the senator had planned the affair 
as propaganda for his latest version of the 
Wagner-Murray-Dingell bill. The trustees 
of the A.M.A. prepared for the press a digni- 
fied but scathing reply, which was unani- 
mously approved by the House, and which 
gained more publicity than did Murray’s 
blast. 

In contrast to Murray’s boorish message 
was President Truman’s congratulatory tele- 
gram to the A.M.A., which was couched in 
elegant language, and was most cordial. This 
was read to the House of Delegates on 
Wednesday afternoon. 

The most important committee to report 
was the one appointed more than a year be- 
tore, on Amendments to the Constitution and 
By-Laws. Their revision, as amended since 
the December meeting of the House of Dele- 
gates, was presented, and a motion that it be 
acted upon at the next annual meeting was 
passed. 

Notwithstanding the large number of 
members and guests present at this Centen- 
nial, the occasion was not complete without 
the genial presence of Olin West. It was the 
first meeting he had missed in so many years 
that it did not seem fitting to meet without 
him. President Edward Bortz paid him a 
graceful and well-deserved tribute in his 
presidential address, when he referred to 
him as “one of our nation’s great medical 
statesmen ... who for more than twenty- 
five years had been a loyal servant to the 
medical profession.” 

North Carolina was represented by one of 
its regular delegates, Dr. Charles Strosnider, 
and two alternates, Drs. Grady Dixon and 
Wingate Johnson. Dr. Strosnider was for the 
second time made a member of the important 
Reference Committee on Credentials, and Dr. 
Johnson was appointed chairman of the Ref- 
erence Committee on General Practice. 
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THE GENERAL PRACTITIONER 
HAS HIS INNINGS 


The progress made within the past few 
years toward providing a more secure status 
for the general practitioner is really remark- 
able. When it became evident that the em- 
phasis on specialization was endangering the 
supply of general practitioners, the leaders 
of organized medicine began to take steps 
to halt and, if possible, reverse the trend. 
The Section on General Practice, which had 
held trial sessions since 1943, was made a 
permanent member of the A.M.A. family in 
1946. In Chicago last December the House 
of Delegates passed two resolutions for the 
general practitioner’s benefit. One was in- 
tended to encourage the inclusion of general 
practitioners on the staffs of hospitals, and 
to discourage the requirement of certification 
as a requisite for membership on a hospital 
staff. The second resolution gave the green 
light to a certification board for general 
practice, to be set up under the auspices of 
the Section on Genera] Practice. 

In the Atlantic City session this year, the 
Council on Medical Education and Hospitals 
issued a supplementary report disclaiming 
any intent to close the staffs of hospitals to 
general practitioners, and urging that gen- 
eral practice sections be organized in hos- 
pital staffs. In his address to the House, 
President Harrison Shoulders stated that the 
most urgent need in medicine is increasing 
the number and availability of general prac- 
titioners, and recommended a special com- 
mittee to study the distribution of medical 
care, especially in terms of the general prac- 
titioner. President-Elect Bortz recommended 
an additional session for the general practi- 
tioner in connection with the midwinter ses- 
sion of the House of Delegates. He also sug- 
gested that this midwinter session be ro- 
tated from one area of the United States to 
another, instead of being held in Chicago 
every year. The recommendations of both 
the retiring and the incoming presidents 
were unanimously adopted. 

The committee appointed from the Section 
on General Practice to consider the advis- 
ability of setting up a specialty board for 
general practice decided that the establish- 
ment of such a board should be postponed 
for the present, at least. Instead, an organi- 
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zation to be known as the “American Acad- 
emy of General Practice” was formed, with 
Dr. Paul Davis of Akron, Ohio, as its presi- 
dent. Dr. Davis was chairman of the Section 
on General Practice this year. The Academy 
of General Practice is to be a national or- 
ganization, presumably analogous to the Col- 
lege of Physicians or the College of Sur- 
geons. One commendable feature which is 
embodied in its by-laws provides that mem- 
bership ‘‘shall terminate at the end of three 
years, and to be eligible for reelection ...a 
member must have maintained his high 
moral ard professional character, and must 
have spent a minimum of one month during 
his three-year period in postgraduate train- 
ing of a nature acceptable to the member- 
ship committee.” 


The objects and purposes of the organiza- 
tion are given as follows: 


1. To promote and maintain high standards of the 
general practice of Medicine and Surgery; 

2. To encourage and assist in providing post-grad- 
uate study for general Practitioners in Medicine 
and Surgery, and to encourage and assist practic- 
ing physicians and surgeons to participate in 
such training; 

3. To encourage and assist young men and women 
to prepare, qualify and establish themselves in 
general practice; 

4. To protect the right of the General Practitioner 
to engage in Medical and Surgical procedures 
for which he is qualified by training and experi- 
ence; 

5. To advance medical science and private and pub- 
lic health. 


Qualifications for membership are set 
forth in the by-laws: 


“To be eligible for general membership, the appli- 
cant must be a physician engaged in general prac- 
tice. He must be of high moral and professional 
character. He must have graduated from a medical 
school approved by the American Medical Associa- 
tion. He must be duly licensed to practice in the 
state in which he practices, and must be a member 
of the loca! Medical Association of the area in which 
he practices. He must have had at least one year 
of rotating internship at an acceptable hospital or 
the equivalent in postgraduate training. He must 
have been engaged in the general practice of medi- 
cine for at least five years immediately preceding 
the date of his application for membership. He must 
have shown interest in continuing his medical ad- 
vancement by engaging in some postgraduate edu- 
cational activities during said five year period. 
Under unusual circumstances exception to the fore- 
going rules can be made by the unanimous vote of 
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the membership committee. A general practitioner 
is defined as one who does not limit himself to one 
field of medicine.” 

It is to be hoped that this movement will 
not become in any sense a secession from 
the American Medical Association. Those 
who were most active in its formation say 
that it is not intended to be so interpreted, 
and cite the requirements of graduation from 
a school approved by the A.M.A., and of 
membership in the local medical society, as 
evidence that cooperation with the parent 
organization and not antagonism to it is the 
aim of the new group. They argue that the 
general practitioners are entitled to a so- 
ciety of their own, just as much as are the 
surgeons, the internists, the pediatricians, 
and other specialty groups. Certainly this 
argument seems valid, and the American 
Academy of General Practice should do much 
to supply the country with more and better 
family doctors. With this new national or- 
ganization and with the newly envisioned 
midwinter session of the A.M.A.’s Section on 
General Practice, there is every reason for 
the general practitioner to feel that at last 
he is having his innings. 


EDITORIAL NOTES 
A.M.A. CENTENNIAL 


North Carolina was well represented at 
the centennial meeting, both in the section 
meetings and in the scientific exhibits. 
Among those presenting or discussing papers 
in the scientific sessions were Drs. Barnes 
Woodhall, W. C. Davison, Wallace Kernodle, 
Grant Taylor, Keith Grimson, and Eugene 
Stead of the Duke University School of 
Medicine; Drs. Hamilton McKay, Haynes 
Baird, and Kenneth Lynch, Jr., of Charlotte; 
and Drs. Weston M. Kelsey, George T. Har- 
rell, Robert L. McMillan, and Charles R. 
Welfare of the Bowman Gray School of Med- 
icine. In the scientific exhibits Drs. R. L. 
MeMillan, J. P. Rousseau, J. C. Wiggins, Jr., 
and George Harrell represented the Bowman 
Gray School of Medicine, and Drs. Keith S. 
Grimson, G. J. Baylin, H. M. Taylor, F. H. 
Hesser, and R. W. Rundles, the Duke Uni- 
versity School of Medicine. 
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The opening session on Tuesday night be- 
gan with a musical program by the Phila- 
delphia Festival Orchestra. As an encore, 
the orchestra played’ the “Iwo Jima March,” 
composed by President-Elect Edward L. 
Bortz. 


Dr. Guy Dain, chairman of the Council of 
the British Medical Association, brought ‘‘a 
birthday present” from the British Medical 
Association to the A.M.A. This was a gavel 
and block made of wood from the mulberry 
tree which grew in Charles Dickens’ garden 
nearly a hundred years ago. The tree had to 
be taken down to make room for the British 
Medical Association House, which stands 
there now. 

ok 


The weather during the first half of the 
week was delightful, but the last two days 
were torrid. The heat and the strain of four 
days’ continuous session were beginning to 
tell on the delegates toward the last. Speaker 
Roy Fouts, however, kept his good humor 
throughout perhaps the most trying session 
the House ever held. 


* 


John Pratt and his associates of the Medi- 
cal Services Foundation found that no enter- 
tainment had been arranged for the A.M.A.’s 
invited guests for Thursday. At noon 
Wednesday they secured a list of these guests 
and their wives, and arranged for a lunch- 
eon in their honor in the Belvedere Room of 
the Traymore Hotel at 12:30 on Thursday. 
An excellent program was hastily prepared, 
and handsome invitations were printed and 
delivered to “The Board of Trustees and 
Officers of the American Medical Association 
and their distinguished invited guests.” This 
was an excellent public relations job. The 
Belvedere Room was filled to capacity, and 
our guests were quite favorably impressed 
by the affair. 


The scientific exhibits were well worth all 
one’s spare time. They often present in the 
most attractive form the concentrated es- 
sence of research extending over months or 
years. 
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LOGORRHEA: A PUBLIC MENACE 


Recently we have witnessed in this coun- 
try a flare-up of a very old disease which 
has been endemic in all parts of the world 
from the beginning of recorded history. This 


‘disease appeared in aggravated form in 


Hitler and his associates; it has apparently 
long been prevalent in Russia, if we are to 
judge by the emissaries sent from that coun- 
try to discuss so-called peace terms with her 
allies; but nowhere has it reached such viru- 
lence as in the United States Senate. Huey 
Long’s case has long been the most famous 
example, but his was a sporadic form of the 
disease. In its last appearance it has been 
epidemic: Senators Morse and Taylor have 
been most seriously affected, but Senator 
Pepper and a few others have also been 
stricken. 

The disease is a loathsome one, and one 
of its most offensive characteristics is that 
the real victims are not those who are af- 
flicted with the disease, but those who are 
afflicted with the patient. Only the exhibi- 
tionist is susceptible. 

The disease under discussion is logorrhea 
(from the Greek logos, “word,” and rheein, 
“to flow’). Dorland’s MEDICAL DICTIONARY 
defines logorrhea as “excessive or abnormal 
volubility”; Webster’s definition is ‘exces- 
sive and often incoherent talkativeness.” 

Those old fashioned enough to have read 
Tennyson may recall that in “The Brook” 
he tells a poetic tale of a girl whose father’s 
logorrhea drove her lover away day after 
day, until a friend made the supreme sacri- 
fice of listening to the old man long enough 
to give the sweethearts time to make up their 
quarrel. This fictional hero at least had the 
satisfaction of knowing that he was suffer- 
ing in a good cause. The unhappy colleagues 
of Messrs. Taylor, Morse, Pepper et al. did 
not have such a reward for the torture they 
endured. 

While the victim of logorrhea is for the 
most part merely a public nuisance, he may 
upon occasion become a public menace. It is 
unfortunate that the archaic rules under 
which the Senate functions permit a mere 
handful of men with leather lungs, tireless 
tongues, and endless effrontery to thwart 
the obvious will of the overwhelming ma- 
jority of their colleagues, and of the entire 
country. This is too close to government by 
minority to suit the temper of America. 
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CASE REPORTS 


CLINICOPATHOLOGIC CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


Presentation of Case 


Dr. FREDERICK R. TAYLOR: We are rightly 
told to consider common diseases before we 
do rare ones. As I read the protocol, I will 
try to discuss certain common things as they 
occur to my mind; if we can eliminate them, 
however, we must consider rare ones. 

A 48-year-old automobile repair man en- 
tered the North Carolina Baptist Hospital 
January 15, 1947, and died just one week 
later. About a year before admission he be- 
gan to note moderate generalized weakness 
and shortness of breath. Six months before 
admission a skin rash appeared overnight; 
it involved the whole body except the face, 
and was worst on the legs. The lesions first 
appeared as small, erythematous, pruritic 
papules, but later became pustular and 
crusted. Except on the legs they gradually 
improved with treatment, but there they ul- 
cerated and crusted. 

About two months. before admission, the 
patient’s local physician found his hemo- 
globin level 50 per cent. He was becoming 
weaker and more dyspneic. Parenteral liver 
and iron did no good. A few weeks before 
admission his hemoglobin was 39 per cent, 
his red cell count 1,830,000, the white cell 
count 7,300, hematocrit 17 (a practically nor- 
mocytic anemia), color index 1.1, corrected 
sedimentation rate only very moderately ele- 
vated (12 mm. in an hour). Slight aniso- 
cytosis and poikilocytosis, and occasional 
basophilic stippling were noted. There was 
said to be no free hydrochloric acid in his 
stomach contents following histamine. Pa- 
renteral liver, iron, dilute hydrochloric acid, 
folic acid, and vitamin B all failed to benefit 
him. 

The patient had had occasional epistaxis 
for many years, and during his present ill- 
ness had it about every other day, sometimes 
severely. This could account for much of his 
anemia, but how can we account for the 
bleeding? We shall consider that point later. 
He had frequent mild frontal headaches dur- 
ing this illness. Recently he had had in- 
creased postnasal drip; he said this caused 
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coughing, which was occasionally followed 
by nausea and vomiting. This postnasal drip 
may prove to be more than a mere incidentai 
detail. The patient’s wife said that his skin 
was yellow before the rash appeared. His 
soles felt “dead,” as though he were walking 
on cushions. 

Severe anemia with a slightly high color 
index, achlorhydria even with histamine, 
and paresthesias in the lower extremities 
make us think of pernicious anemia. Specific 
treatment for that disease failed, however, 
and a gastric analysis after admission 
showed plenty of free hydrochloric acid; 
therefore, we shall have to discard that diag- 
nosis. 

He had occasional colicky pain, and two 
loose, but not watery stools daily. Two 
months before admission his appetite failed, 
and after that he lost about 30 pounds. He 
had been in his present occupation for thirty 
vears, and often had his hands in gasoline; 
only during the past year, however—that is, 
for about the duration of his symptoms— 
had the gasoline contained lead. It would be 
helpful to know how long before entering 
the hospital he stopped work. 

The tetraethyl lead in gasoline is, of 
course, organic lead. This patient had a se- 
vere progressive anemia with some stippling 
of the red cells, but he lacked the other symp- 
toms of tetraethy] lead poisoning, the out- 
standing and usually initial feature of which 
is maniacal excitement. There was no known 
exposure to inorganic lead other than the 
casual contacts with it that any automobile 
mechanic might have, working with bat- 
teries, ard so forth. Furthermore, his colicky 
pains seem far too infrequent to suggest 
lead colic; there was no obstinate constipa- 
tion or wrist drop; and the terminal clonic 
contractions of his arms were unlike the gen- 
eralized convulsions of lead encephalopathy. 

His father died of tuberculosis, and his 
mother probably died of the same disease 
during pregnancy. 

The physical examination showed him to 
be well developed and well nourished, with 
pale skin and mucosa. A maculopapular 
eruption, complicated with bleeding scratch 
marks, was present over his arms, legs and 
body. His pupils and fundi were normal. 
The left nostril showed old blood. The thyroid, 
heart and lungs were not remarkable. His 
blood pressure was 140 systolic, 80 diastolic. 
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His liver was definitely enlarged (or pushed 
down), being three fingers’ breadth below 
the costal margin. He had a reducible left in- 
guinal hernia. His extremities were nega- 
tive, except for the rash on the legs. The 
neurologic examination was essentially neg- 
ative. No note is made of any objective dis- 
turbance of sensation in his soles. The rectal 
examination was negative. 

The urine, which showed a very little al- 
bumin, a few white cells, and rare red cells, 
with no Bence-Jones protein, was hardly 
diagnostic of anything. There was a severe 
anemia, his hemoglobin being 7.3 Gm., and 
his red cell count 2,150,000. The hematocrit 
was 21 volumes per cent, which is again in 
keeping with a normocytic anemia. There 
were 1.8 per cent reticulocytes. This finding 
excludes the condition we call aplastic ane- 
mia, as there is no regeneration of red cells 
in it. The white cell and differential counts 
were normal except for 7 per cent eosino- 
phils. As a number of skin conditions cause 
some eosinophilia, this may or may not be 
significant. The anisocytosis and poikilocy- 
tosis to be expected in an anemia were slight. 

The serum albumin and globulin were not 
significantly disturbed. The Kahn test was 
negative, and the stool was negative for oc- 
cult blood. This negative finding seems 
strange, for with all his nosebleeds, he must 
have swallowed a good deal of blood. The 
fasting stomach contents now showed 24 de- 
grees of free hydrochloric acid and 50 of 
total. 

X-rays of the skull, colon, and gallbladder 
were negative; a gastrointestinal series 
showed a deficiency pattern in the upper 
small bowel. I think this finding could well 
be attributed to his failure of appetite. Flv- 
oroscopy of his chest was negative. It is un- 
fortunate that there is no record of a film, 
since acute miliary tuberculosis may not 
show up on fluoroscopy. 

While in the hospital, the patient devel- 
oped furuncles of the thighs and legs. The 
sternal marrow showed slight hypoplasia of 
the erythrocytic series, again ruling out 
“aplastic” anemia. His temperature ranged 
between 98 and 101.2 F. Despite penicillin 
and a blood transfusion he became rapidly 
worse, and two days before his death com- 
nlained o7 bilateral pain in his lower anterior 
chest on respiration. The next day a’ few 
moist rales were heard at the left base; a 
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systolic murmur appeared at both the mitral 
and the aortic areas, and then he developed 
clonic contractions of his upper extremities. 
After the attack subsided, his blood pressure 
was 210 systolic, 110 diastolic, but soon fell 
to 150 systolic, 88 diastolic. I take this rise 
to be merely a transitory convulsive effect. 
Cheyne-Stokes respiration appeared the next 
day, and he died at 8:50 p.m. 


Discussion 


Dr. ELBERT A. MACMILLAN (Neurologist) : 
Dr. Taylor has asked what significance may 
be attached to the “clonic contractions.’ The 
description given is not sufficient to make 
possible either an etiologic or an anatomic 
neurologic diagnosis. The presence of a 
rather marked hypertension following the 
attack would suggest that there was some 
increase in intracranial pressure associated 
with the seizure. 

Dr. GEORGE T. HARRELL (Internist) : The 
blood studies on this patient indicate that 
blood was being regenerated, though the 
anemia was not being corrected. Such a 
hematologic picture could be due to chronic 
blood loss (though the nosebleeds were the 
only source described) or to hemolysis. Lead 
intoxication may cause hemolysis. Industria] 
lead intoxication” is most frequently ac- 
quired by the inhalation of dust containing 
lead compounds. Lead intoxication usually 
leads to the release of young erythrocytes 
which are polychromatophilic or contain 
basophilic stipplings. Gastrointestinal symp- 
toms, with abdominal cramps, occur very 
freauently. The neurologic signs are usually 
peripheral (neuritis) rather than central 
(encephalitis). Alterations in kidney func- 
tion, and hence in the urine, are produced 
by the renal lesions. Since lead is excreted 
in the urine, the diagnosis can be readilv 
proven by quantitative determinations on 
twenty-four hour urine collections. 

Dr. TAYLOR: One diagnosis I think I can 
make with dead certainty, and that is a left 
inguinal hernia. Unfortunately, however, 
this is a side issue which has nothing to do 
with the patient’s death; it is what Dr. 
Richard C. Cabot used to call an “anatomical 
landmark.” 

The patient’s illness lasted too long to be 
due to an acute pyogenic infection from the 


1. Wamoler, Prineinles and Practice of Tndustrial 
Medicine, Baltimore, Williams and Wilkins Company, 
1943, pp, 202-240, 
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start. The absence of chills and spiking 
temperature makes such a diagnosis even 
more unlikely. I have tried to exclude per- 
nicious anemia, lead poisoning, and “aplastic 
anemia,” whatever that is. The question of 
tuberculosis bothers me a bit. Could there 
have been some hidden focus that at the last 
exploded as an acute general miliary tuber- 
culosis? This possibility seems unlikely to 
me, but I wish a chest film had been made. 
I see no evidence of an ordinary malignancy. 
I am no hematologist, but the differential 
count seems to exclude leukemia, Leukemia 
cutis may simulate many other conditions, 
but it is likely to involve the face; eventually 
the lesions become large, often coalescing 
and even producing a leonine facies almost 
suggestive of leprosy. Such characteristics 
are absent here. 

Some common skin diseases, notably 
scabies and pityriasis rosea, spare the face. 
Since these are never fatal, however, and do 
not behave like this patient’s rash, we may 
dismiss them even as coincident diseases. 
Apparently we are up against something un- 
usual, without pathognomonic symptoms. 

The rash does not resemble that of mycosis 
fungoides, with its tendency to develop ulcer- 
ating tumor masses. The eruption of sarcoid 
does not itch, and usually involves the face. 
Furthermore, this patient apparently had 
no lymph node involvement or deformity of 
the fingers, and no positive pulmonary find- 
ings. Since the cutaneous form of periarter- 
itis nodosa usually shows hemorrhagic bullae 
sooner o1 later, I think it can be dismissed. 
Disseminated lupus erythematosus would al- 
most certainly involve the face. 

I believe we have a low-grade infection of 
some kind, perhaps affecting the bone mar- 
row from the first, though with practically 
no effect on the white cells, later involving 
the skin, and finally the brain, with bilateral 
irritation of the motor centers controlling 
the upper extremities. It did not yield to 
penicillin. If we can rule out tuberculosis, 
I can think of no bacterial, viral, rickettsial, 
or protozoal disease that could produce such 
a picture. What, then, remains? Obviously, 
we must consider those mycoses which can 
become generalized. Here I am on admittedly 
unfamiliar ground. 

Blastomycosis seems to be excluded by the 
lack of scarring and massive skin lesions. 
The nodules of sporotrichosis are absent, and 
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the sudden appearance of the rash overnight 
seems to exclude that. In coccidioidal gran- 
uloma, and also in toxoplasmosis, when it 
becomes severe and generalized, we would 
expect more signs in the lungs than were 
found by physical examination or fluoros- 
copy. 

Torulosis is to be considered seriously. It 
tends to affect the meninges and brain, and 
may affect the skin too. It often produces a 
“chronic meningitis.” However, I can find 
nothing about nosebleeds or anemia in toru- 
losis. 

One fungus disease notoriously does arect 
the bone marrow, producing a severe pro- 
gressive anemia, but having little effect on 
the white cells, except that eosinophilia may 
occur. That is histoplasmosis. A naso-oral 
type has been described, with single or mul- 
tiple ulcerations in the nose or mouth, or 
both. This patient was subject to nosebleeds 
and complained toward the last of an in- 
creasing postnasal drip. This naso-oral type 
is often associated with cutaneous histoplas- 
mosis. 

My first guess is histoplasmosis, with toru- 
losis as my second choice and some unusual 
type of tuberculosis as a very poor third. 
With any diagnosis whatever, I am unable 
to explain the fact that the rash spared the 
face, and the absence of pulmonary findings. 


Anatomie Discussion 


Dr. W. C. THOMAS: At postmortem exam- 
ination, the basic pathologic findings were 
noted in the kidneys. These organs were 
markedly contracted and weighed 75 Gm. 
each. The capsules stripped with difficulty 
and the surfaces were coarsely and irregu- 
larly granular. The architecture of the cut 
surfaces was obscured by the scarring. The 
pelves presented no abnormalities. Studies 
of the microscopic sections revealed hyalini- 
zation of many glomeruli. Other glomeruli 
showed adhesions between the visceral and 
parietal layers of the Bowman’s capsules, 
which showed evidence of old proliferative 
activity. The interstitial tissue was _ infil- 
trated by mononuclear cells and lympho- 
cytes. 

This case is of interest from several points 
of view. It portrays the slowly developing 
picture of uremia, the chief presenting symp- 
tom of which was itching of the skin. The 
question of the relationship of tetraethy! 
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lead exposure and chronic glomerulonephri- 
tis can only be decided when complete clini- 
cal, experimental, and toxicologic informa- 
tion is available. 

Anatomic diagnoses 

Chronic glomerulonephritis 

Uremia (excoriations of skin and clinical 
finding's ) 

Closing Discussion 

Dr. WILLIAM A. WOLFF (Clinical Chem- 
ist): Dr. Taylor is quite correct in saying 
that we are up against something unusual, 
without pathognomonic symptoms. This is 
a rare disease-—so rare that it has no gen- 
erally accepted name, and so rare that it is 
almost unnoticed in medical literature. On 
seeing this type of patient, the clinician is 
startled and is very sceptical about the impli- 
cation of his findings. The patient “feels 
well” and refuses to believe that he is suffer- 
ing from a severe and fatal illness. There is 
almost nothing in the history or physical 
findings to suggest a serious pathologic pro- 
cess. The diagnosis is made solely on labor- 
dtory findings. The nonprotein nitrogen 
shows a marked elevation, sometimes 200 
mg. per 100 cc. or more. The chlorides and 
total base are usually low. There is a marked 
acidosis, indicated by a low carbon dioxide 
combining power and a marked elevation of 
inorganic phosphates. A normocytic anemia, 
with red cell counts of 2,000,000-3,000,000, 
is usually found. The urine shows only a 
slight albuminuria, with occasional casts and 
a fixed low specific gravity. All the renal 
function tests show extensive impairment; 
the urea clearance is usually 10 to 20 per 
cent of normal. 

We usually think of renal disease in terms 
of its complications—atherosclerosis, retinal 
changes, hypertension, cardiac insufficiency, 
edema, and gross albuminuria with hema- 
turia. We fail to think of renal impairment 
apart from associated pathology. As a mat- 
ter of fact, uncomplicated renal insufficiency 
is seldom seen by the physician. One of my 
associates at a large hospital in Philadelphia, 
in the course of twenty years, has seen be- 
tween 30 and 40 cases of this type. In my 
own experience with blood chemical studies 
on some 200,000 hospital admissions, I have 
discovered 9 or 10 cases. I am confident 
that the incidence of uncomplicated renal in- 
sufficiency is much higher in the general 
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population than these figures would indicate. 
The patient has no pain, “feels well,” and 
therefore does not consult a physician or 
enter a hospital. 

This type of renal insufficiency is the most 
interesting and the most neglected type of 
renal disease which I have encountered. An 
intensive study of this syndrome is well 
worth while. 

Dr. DAVID CAYER (Internist): Familiar 
diseases not uncommonly appear in altered 
guise. While we recognize that patients with 
chronic nephritis and renal failure may show 
marked gastrointestinal disturbances with 
nausea, vomiting and diarrhea, or anemias 
which fail to respond to usual forms of 
therapy, or even cutaneous changes second- 
ary to uremia, the occurrence of these signs 
and symptoms without the other clinical evi- 
dences of hypertension, cardiac enlargement, 
eyeground changes, or urinary findings is 
most unusual. | 

It was somewhat unfair to Dr. Taylor to 
present him with this complicated problem 
and deliberately to omit the nonprotein 
nitrogen determination. We felt, however, 
that the omission of this laboratory finding 
would result in more discussion, and would 
show the case essentially as the diagnostic 
problem it presented to us. The diagnosis 
was suggested the day following the patient’s 
hospital admission when he developed signs 
of air hunger, obvious acidosis, and increas- 
ing irritability suggestive of hypocalcemia 
and uremia. The additional laboratory data 
were then obtained and confirmed the clin- 
ical impression. 


NORTON MEDICAL AWARD INVITES 
MANUSCRIPTS 


W. W. Norton & Company are again offering the 
Norton Medical Award for book manuscripts writ- 
ten for the lay public by professional workers in 
the field of medicine. Terms of the Award have been 
slightly altered. The publishers now set no final 
closing date for the submission of manuscripts, 
which may be submitted at any time, the Award 
not being limited to any one year. The Norton 
Award offers $5000 as a guaranteed advance against 
royalties. Either complete manuscripts or detailed 
table of contents, together with one hundred pages 
of manuscript, may be submitted. A descriptive 
folder giving full details of the terms of the Award 
may be secured on request from the publishers, 
W. W. Norton & Co. Inc., 101 Fifth Avenue, New 
York 3, N. Y. 

Books that have previously won Norton Medical 
Awards are The Doctor’s Job by Carl Binger, M.D., 
Doctors East, Doctors West by Edward H. Hume, 
M.D., and A Surgeon’s Domain by Bertram M. Bern- 
heim, M.D., published this spring. 
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Psychosomatic Conference 


DUKE UNIVERSITY SCHOOL OF MEDICINE 
Medical History and Findings 


Dr. H. KING: A 26-year-old white single 
female was seen in consultation, at Dr. Ma- 
gruder’s request, regarding a history of 
tuberculosis. The patient, who had tubercu- 
losis which had been arrested for some time, 
refused to believe that the disease was no 
longer active, and felt that she had a cavity 
in the left upper lobe. 

The physical examination revealed a well 
developed, fairly well nourished white wo- 
man in no distress whatsoever. I could find 
nothing to suggest active tuberculosis. She 
had a rather profuse postnasal drip. The 
right chest was entirely clear, save for some 
compensatory over-aeration. The left chest 
demonstrated a definite respiratory lag. The 
left diaphragm was paralyzed from a perm- 
anent phrenic crush, and was elevated. Ex- 
amination of the left lung revealed signs of 
a thickened pleura. There were also evi- 
dences of some contraction of the left lung, 
the mediastinum, trachea and heart being 
deviated to the left. The point of maximum 
impulse was felt in both the third and fourth 
interspaces; no significant murmurs were 
present. The peripheral vessels were clear. 
Examination of the abdomen was negative. 

Fluoroscopic examination failed to dem- 
onstrate any signs of active tuberculosis. 
There was a definite shift of the mediasti- 
num fo the left. There was considerable cal- 
cium in the lungs, especially in the left upper 
lobe, and some fibrosis. The chest films 
showed numerous old scars, but no signs of 
fresh disease. 
and the differential count was within normal 

The patient’s white cell count was 5,920, 
limits. Examinations of the sputum and 
gastric lavage revealed no acid-fast organ- 
isms. Serologic tests for syphilis were nega- 
tive. 

I talked with this patient for more than an 
hour, and explained fully the course of tuber- 
culosis and the nature of her disease process 
at present. I do not feel, however, that she 
was yet willing to accept the fact that sh 
has no active tuberculosis. ’ 

Her parting remarks were, “That may be, 
but something is causing my sore throat and 
vomiting. What is it?” 
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Psychiatric History and Findings 


Dr. WILLIAM MAGRUDER: This 26-year-old, 
white, single girl was first seen in the Duke 
Psychiatric Outpatient Clinic on November 
30, 1944, at the request of the Wilkes County 
Welfare Department. They requested psy- 
chiatric aid because, although all recent 
studies showed that the patient’s tuberculo- 
sis was arrested, she would not be convinced 
of this fact and insisted on staying in the 
Wilkes County Sanatorium. She was _ ad- 
mitted to Meyer Ward, the psychiatric divi- 
sion of Duke Hospital, on January 30, 1945. 

The patient is the oldest of six children. 
The mother, who is living at the age of 44, 
had a fifth-grade education. Her only physi- 
cal complaint is progressive rheumatism. 
When interviewed, she seemed quite con- 
cerned over her daughter’s welfare and be- 
lieved she still had active tuberculosis. She 
was perturbed because the patient was in a 
psychiatric division, and was quite sure that 
eventually we would send her to another 
sanatorium. The father is 53. He owns a 
70-acre farm which barely provides a sub- 
sistence for his large family. The patient 
has one sister, aged 23 and single, who works 
in a hosiery mill and provides the patient 
with the niceties of life. Her four brothers, 
whose ages range from 21 to 11, are all at 
home. Two of them help their father with 
the farm, and one is still in school. The 
fourth brother, aged 17, recently acquired a 
backache and just sits around all day; he 
has not sought medical aid. The mother says 
that her children never got much schooling 
because the teacher didn’t help them or en- 
courage them. They never got along well 
with the teachers, and her husband let them 
stop school. 

The home consists of two rooms and is 
quite crowded. The family has always had 
only the bare necessities, and at times not 
those. The siblings have felt their poverty 
keenly. There have been many frank and 
open quarrels between the parents, and the 
mother has left the father for periods of a 
few days on various occasions. 

The patient’s birth and early development 
were normal, and there were no early neu- 
rotic traits. She began school at the age of 
6 and completed high school without failing, 
and with fair grades. She got on well with 
her teachers and schoolmates, except that 
she was often called the teacher’s pet. It was 
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difficult for her to finish school, because she 
had few clothes and few books. She worked 
on the farm from an early age, doing menial 
work. She never complained or attempted to 
get out of any work. She had one remuner- 
ative job, which was working on Saturdays 
in a dry goods store. Just after graduation 
from high school, she went to live with an 
invalid aunt until the aunt died; shortly 
thereafter the patient was hospitalized. 

The patient has had no heterosexual con- 
tacts. While in the sanatorium she met a 
young man who eventually asked her to 
marry him. Her reply was that if she got 
well, she would. She says, however, that she 
has no intention of marrying the man, but 
has just led him on. She corresponds with 
him freely. 

In 1936 the patient began to lose weight 
and had _ blood-streaked sputum. In 1938 
she had a massive hemoptysis and went to 
the hospital, where a diagnosis of tuberculo- 
sis, With cavitation in the left upper lobe, 
was made. After a few days in the local hos- 
pital, she was transferred to the Western 
North Carolina Sanatorium at Black Moun- 
tain. Pneumothorax was begun, but an effu- 
sion soon developed. She was kept on bed 
rest, and later in the same year a temporary 
phrenic crush was done. She remained in 
the Black Mountain Sanatorium for two 
vears, and toward the end of that time was 
allowed to be up and was given work on the 
telephone switchboard. She stated that the 
work was too much, and that she had a com- 
plete recurrence of symptoms and massive 
hemoptysis. In her words, she was then sent 
to the fourth floor, “where they all die.”’ In 
1940 she was discharged to the ‘‘T.B. Hut” 
of Wilkes County. She remained there until 
her admission here in January. 

According to the patient, the home was run 
by two laymen. The patients had to care for 
themselves or die. Rules were not enforced, 
and bed patients did not stay in bed. The 
patient said, ‘All of them died but me, and 
they sent me to Duke.” Physicians seldom 
came to the “Hut,” and sputum examination 
was rare. The patient described vividly the 
deaths of many of her friends; she was ac- 
tually present during some of these deaths. 
Most important is the fact that nothing was 
done in the way of occupational therapy, and 
the patient said that she never heard a cheer- 
ful word during her sickness. Her parents 


came frequently, but they would stand in 
the corner and cry. She said that the doctor 
was cheerful in her presence, but that she 
would hear him discuss her and others out- 
side the door, and always he would say, 
“Well, it’s hopeless. They’ll all die.” In spite 
of the gloomy picture which is painted, the 
patient had a rather pleasurable existence. 
She acquired a radio and was provided with 
all the luxuries of a bed patient—bed jackets, 
housecoats, and many pairs of nice pajamas. 
She made many friends who have remained 
close, as is shown by her large correspon- 
dence. 

When the patient was seen in the psychia- 
tric outpatient clinic, the predominant pic- 
ture was that of reactive depression; she 
cried a great deal. When first seen on Meyer 
Ward she was busy unpacking her belong- 
ings, which consisted of eight to ten pairs 
of pajamas, cosmetics, and various medi- 
cines. She insisted on getting into bed im- 
mediately. She kept a sputum cup, but pro- 
duced only saliva. She complained of vomit- 
ing and of a sore throat which she thought 
was tuberculous. She remained in bed for 
approximately three days until her family 
could buy and send her clothes. 

There was nothing very important in her 
mental status other than the mild paranoid 
trends. The patient was bitter toward every 
physician who ever treated her. Her intelli- 
gence was slightly below normal. 

Daily interviews were held, which were 
unsatisfactory in regard to finding any psy- 
chodynamic factors, and which always ended 
in an attempt to convince her that her dis- 
ease was inactive. She always replied, “Wait 
until I hemorrhage; you'll see.” She attended 
occupational therapy classes in the morning 
and a special occupational therapy class in 
the afternoon. She was encouraged to take 
daily walks, and to go to campus movies, and 
to take part in other activities about the 
campus. She proved to be quite sociable, and 
was soon wrapped up in outside activities, 
although she declared that she was doing it 
at a risk. She was given small doses of in- 
sulin before each meal as an appetite stim- 
ulant. It worked well, and she made small 
gains in weight. Toward the end of her stay 
she became quite bitter toward me, probably 
because I was spending more time with an- 
other patient at that time. However, she has 
written two nice letters since. 
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She has an intelligence quotient of 82. A 
Minnesota Multiphasic Test was given, and 
the report showed that there is a possible 
lie factor and definite hysteria and depres- 
sion factors. The paranoid quotient was also 
a little high. 

The patient was discharged to her parents. 
I talked to her mother, who was by this time 
convinced that we were working on the right 
track. She has gotten along quite well at 
home and has taken steps to get into voca- 
tional rehabilitation offered by the state. She 
believes that her disease has been arrested 
and seems able to carry on a normal routine. 


Discussion 


Dr. E. E. MENEFEE: I think that in every 
patient who has tuberculosis there is a psy- 
chiatric factor. It frequently falls to my lot 
to break the news to a person that he has 
tuberculosis. Most such patients go into a 
very definite depressive state for a few days. 
I think this is normal. Fortunately, most of 
them soon adjust themselves quite well with 
the help of the doctor, who emphasizes that 
tuberculosis is a curable disease. 

Tuberculosis carries euphoria with it. I 
was impressed by this fact while serving in 
New York, where I saw cases so far ad- 
vanced that even a layman could see that the 
prognosis was hopeless. Even patients who 
were in oxygen tents would invariably talk 
about “next year, when they would be well.” 
Very few realized they would be dead in a 
few weeks. 

I am glad that Dr. Smith is here today. 
It seems that there are two schools of 
thought regarding therapy of tuberculosis. 
I came from a place representing one ex- 
treme, and Dr. Smith’s work represents an- 
other extreme. The therapy used in the san- 
atorium where I worked consisted of inten- 
sive bed rest. The importance of this was 
impressed upon the patient. Dr. Smith 
worked in a place where the patients were 
encouraged to get up as soon as possible. I 
have thought about these two schools in the 
past several years, and I think both of them 
have certain advantages. In upper state 
New York, where the patients are encour- 
aged to get up early, it is rare to see any 
depression in a patient. In New York City, 
where they are very strict about bed rest, 
the patients are more likely to become de- 
pressed. We don’t know which method cures 
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more patients. But we do know that we 
should not leave the patient in a state of 
depression when his tuberculosis is arrested, 
nor should we leave him with a phobia about 
his disease. I have seen convalescent patients 
who are absolutely afraid of doing anything 
and fearful of assuming any normal life. 

In this particular case, I wonder if the pa- 
tient would not have had the same emotional 
reaction to any infectious, communicable dis- 
ease. 

Dr. D. T. SMITH: This thing we call eu- 
phoria is the result of a set of circumstances. 
Tuberculous patients are maintained in a 
good state of nutrition and are certainly 
well rested. They can produce lots of spu- 
tum and not suffer. There is no nausea or 
vomiting. There is no reason for them to 
be depressed. They can’t visualize big holes 
in their lungs, because they feel very well. 
Under such circumstances, I think euphoria 
is a normal reaction. The percentage of pa- 
tients with a pessimistic outlook is much 
larger in other diseases. 

Dr. MENEFEE: Uncomplicated pulmonary 
tuberculosis is painless. 

Dr. SMITH: I agree with everything Dr. 
Menefee has said. This problem of the pa- 
tient’s reaction to his disease is most impor- 
tant. No doctor is really successful in hand- 
ling tuberculous patients unless he is a prac- 
tical psychiatrist, a rule-of-thumb psychia- 
trist on the basis of experience. When the 
disease is first diagnosed, the patient falls 
into a black depression. He feels that the 
whole world is shut off to him; it is just like 
looking out of a window at a beautiful fu- 
ture and having someone draw the curtain 
down. The length of time the patient stavs 
in that depression depends on the patient 
and how the doctor talks to him. Sometimes 
it lasts a week, and it is not abnormal for it 
to last several months. What the doctor tells 
the patient should depend upon his predic- 
tion of the patient’s reaction. To a sensitive 
person he would say, “You have a tiny little 
spot, and it is just a matter of a short time 
in a sanatorium.” On the other hand, he 
often has to deal with a patient who is very 
cooperative for forty-eight hours and then 
wants to go back to work. The doctor then 
has to “seare the living daylights” out of him 
to get him to rest at all. Only a patient who 
has had tuberculosis knows the meaning of 
rest in bed. It means relaxing on the bed, 
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not just staying in bed. 

In the case presented today, many unfor- 
tunate circumstances combined to produce 
the patient’s reluctance to accept the fact 
that she was ready to begin normal activities 
again. At Black Mountain Sanatorium an 
effort was made to put her on the telephone 
switchboard. Ordinarily such encourage- 
ment is all that is necessary to make patients 
feel better. Unfortunately, she had hemopty- 
sis, so that it became fixed in her mind that 
even light activity would cause hemorrhage 
and a relapse. To make matters worse, she 
was put with patients who were really dy- 
ing. Then, when she finished her period in 
the sanatorium and her disease was arrested, 
there was no place for her to go. 

Tuberculosis is characterized by a tend- 
ency to relapses. It is often the case that a 
person will have one or several relapses be- 
fore he is cured. After a relapse, the patient 
is usually somewhat pessimistic about ever 
getting well. 

The obvious thing to do for this patient 
is to rehabilitate her, to get her a job. She 
will get along all right as long as she has 
someone to consult. Usually a person such 
as this would consult a tuberculosis special- 
ist. I see patients who have been well for 
ten years usually once a year. 

You have accomplished a real miracle with 
this girl. She should have a job that would 
provide her with more luxuries than her dis- 
ease did. 

Dr. M. H. GREENHILL: A great many tu- 
berculous patients resist progress after get- 
ting out of the sanatorium, do they not? 

Dr. SMITH: Saranac is full of patients like 
that. If a man has compensation insurance, 
he never gets well if he is that kind of per- 
son. He describes symptoms, and symptoms 
cannot be x-rayed. Another type of patient, 
more often a woman than a man, just stays 
in Saranac Lake and spends the rest of her 
life there. 

Dr. MENEFEE: Thirty-five per cent of the 
population of Saranae Lake have tuberculo- 
sis. At Saranac Lake the whole place closes 
up from 12 to 3 p.m.. When a tuberculous 
patient gets there he feels at home, for Sara- 
nae is run by and for people with tubercu- 
losis. They do not let life interfere with 
tuberculosis, or tuberculosis interfere with 
life. 


Dk. H. DE JONG: May not the euphoria 
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characteristic of tuberculosis be due to toxic 
elements acting on the brain? 


Dr. SMITH: This theory is well known, but 
has never been proved. 


Dr. GREENHILL: I will briefly summarize 
the conference in this way. When this pa- 
tient came to Meyer Ward, some of us were 
rather alarmed by two symptoms which she 
showed—namely, the suspiciousness and the 
hypochondriacal trends. She would not listen 
to a doctor. For this reason we considered 
this case more of a psychiatric problem than 
is found in the average patient with tuber- 
culosis. Everyone who handles tuberculous 
patients sees a whole range of reactions. We 
as psychiatrists are interested not only in 
the responses of the average patient, which 
have been pointed out by Dr. Menefee and 
Dr. Smith, but also in the wider emotional 
deviations. It may be helpful to think of 
these as reactions to chronic illness. The 
tuberculous patient reacts more or less like 
other patients with chronic illness. In cer- 
tain cases in which the personality warps in 
response to chronic disease, I like to use the 
term somatic compliance. This means, in 
effect, that the personality completely com- 
plies to what goes on in the soma. The char- 
acteristics of somatic compliance include the 
following: (1) hypochondriacal tendencies, 
(2) aggressive paranoid trends, (3) exag- 
geration of pre-existing personality prob- 
lems, (4) secondary gain, (5) extreme de- 
pendency reaction. 

You will recognize that this patient has 
shown all of these characteristics. I imagine, 
from what I know about the history, that she 
has always been a dependent person. She 
was both her mother’s and her teacher’s pet, 
and always relied upon her mother for praise 
and recognition. She seems to have shown 
again and again the pattern of becoming 
hostile when she was thwarted from follow- 
ing out her dependent role. Aggressive be- 
havior was used commonly in the inter-per- 
sonal relationships within the home, and she 
adopted the same type of behavior when she 
could not follow out her desires. It seems 
that she has always tried to be a model child. 
She carried on through difficult, menial, and 
monotonous work under deprivation in her 
home because that pleased her mother; 
copied her invalid aunt after she had taken 
care of this aunt, because being model and 
dependent meant complete identification; 
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and, finally, became a tubercuolus type when 
once she had the disease, subscribing whole- 
heartedly to the behavior that other tuber- 
culous patients typically show and to what 
was demanded by the sanatoria. When she 
was not allowed to be dependent at the 
County Tuberculosis “Hut,” she became hos- 
tile, as she did here when she was firmly but 
kindly pushed out of her invalid role. Of 
course, she undoubtedly got some secondary 
gain out of having tuberculosis, for facilities 
in all the medical institutions to which she 
was admitted were better than those in her 
own home. 


Treatment here was essentially not diffi- 
cult, although it might have been if her ag- 
gression had not been received properly. 
The first step was to push her gradually, but 
firmly, out of her invalid role into activities. 
She reacted to this attempt with marked hos- 
tility, which she was allowed to ventilate but 
which was not returned to her. She was al- 
lowed to be temporarily dependent upon a 
psychiatrist who could conduct her action 
into censtructive channels. Her lifelong pat- 
tern of conforming in the most model fash- 
ion possible to the person upon whom she 
was dependent or to the environment in 
which she lived made the course simpler, be- 
cause she became a good psychiatric patient 
on her way to recovery. 


Although we can truly generalize about 
the emotional reaction of the tuberculous 
patient, the degree of emotional deviation or 
somatic compliance often depends on the life- 
long behavior pattern of the patient. 


New Remedy for Motion Sickness 


A new prescription specialty called Companol for 
“motion sickness” was announced recently by Dr. 
Theodore G. Klumpp, president, Winthrop Chemical 
Company, Ince. 

Dr. Klumpp declared that the new chemica! com- 
pound was a further development of what was first 
used by the armed forces during the war and de- 
scribed it as “a logical preparation to combat sea, 
air, train and automobile sickness.” The product 
has been stocked and thoroughly tried for clinical 
evaluation on major steamship and air lines. “More 
than 80 per cent of the motion sick travelers studied 
obtained relief,” Dr. Klumpp said. 

“It is a mixture of scopolomine, luminal and 
atrophine. Motion sickness results from excessive 
stimulation of the organ of balance located in the 
ear, in addition to apprehension, nervousness and 
fatigue incident to modern travel. Scopolomine and 
atrophine are known to produce the best clinical 
results in counteracting the physical effects of un- 
accustomed motion, while luminal, through its calm- 
ing effect, allays the apprehension and excitement 
which contribute to sea and air sickness.” 
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Narcotics: Entrapment exists only 
when government agents induce or 
originate criminal intent of a defend- 
ant. Failure of druggist to fill pre- 
scription as written, and the fact that 
some prescriptions are not filled until 
after the arrest of the defendant are 
no defense against the charge of il- 
legal dispensing of narcotic drugs. 


The defendant in this case, a practicing 
physician, was charged on several counts 
with illegal dispensing of opiates (mor- 
phine). 

The records show that a government agent 
made several trips to the vicinity of the de- 
fendant doctor’s office with a drug addict, a 
hired informer. The agent searched the in- 
former before the visits, then gave him 
money and directed that he enter the doc- 
tor’s office for the purpose of securing drugs. 
Each time the informer came out with a 
prescription for morphine and ephedrine, 
and usually the agent accompanied the ad- 
dict to a drugstore, where the prescriptions 
were filled and the sale completed. Several 
prescriptions, however, were postdated and 
unfilled when the defendant was arrested. 
Upon his first visit the informer complained 
of asthmatic attacks, and the doctor made a 
physical examination at that time before 
ordering treatment; no subsequent examina- 
tions were made, however. It was not stated 
whether or not signs of asthma were pres- 
ent. It was brought out in the trial that the 
defendant failed to observe numerous hypo- 
dermic scars on the informer’s arms. It was 
also in the records that the physician ac- 
cused the informer of being an addict, but 
ordered the drug despite this fact. The doc- 
tor also cautioned the man not to have all 
the prescriptions filled by one druggist. 

The defendant was found guilty in district 
court of the illegal sale of morphine, from 
which conviction he appealed to the circuit 
court of appeals. Among other exceptions 
the physician’s lawyers alleged that illegal 
means were used in securing evidence (en- 
trapment), that he was arrested before some 
of the prescriptions were filled, and that the 
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druggist failed to furnish the combination 
of drugs ordered. Ephedrine was not  in- 
cluded when the prescriptions were filled. 
As to the question of entrapment, the court 
stated that this exists only when government 
agents induce or originate criminal intent of 
a defendant, and that there is none when 
criminal intent is already present and the 
agents merely afford the opportunity for the 
commission of a crime. Regarding the fail- 
ure of the informer to have the prescriptions 
filled before the arrest of the defendant, the 
justices were of the opinion that criminal 
intent existed at the time of writing the pre- 
scription, and that the overt act committed 
placed in motion the crime which was after- 
ward consummated. The court held that the 
failure on the part of the druggist to include 
the ephedrine as ordered was immaterial, 
as the intention was to secure morphine, 
which was the drug legally prohibited. The 
conviction of the lower court was affirmed. 

Physicians who feel that it is incumbent 
upon them to furnish professional care for 
those suffering from drug addiction should 
take advantage of special provisions author- 
ized by the Narcotic Bureau. This matter 
should be attended to by the physician per- 
sonally, and copies of all communications, 
as well as affadavits of other physicians, 
should be kept safely filed for future refer- 
ence. In cases of this kind it seems to be the 
intent of the law to prohibit the sale and dis- 
tribution of opiates to habitual users of 
drugs solely for the purpose of continuation 
and not for actual therapy and _ rehabilita- 
tion. There are no restrictions of course 
against prescribing opiates during the course 
of a physician’s practice if a disease process 
exists which requires such medication. (V. 
149 Fed. Reporter, Second series, p. 29, U.S. 
Circuit Court of Appeals, Second Circuit, 
May, 1945) 


Whenever a considerable number of tuberculosis 
deaths occur in the homes of the community. a seri- 
ous source of tuberculosis infection exists and under- 
mines other control measures. The general hospital 
has an important role in reducing this hazard. By 
expanding facilities for care of tuberculous patients, 
particularly for patients during the pre-sanatormm 
period. the latter institution will be able to utilize 
its facilities for all patients needing long term care, 
or palliative treatment. The general hosvital can 
provide the diagnostic service and short term care 
required by the large number of persons in’ whom 
case-finding programs discover minimal tuberculosis. 
Jacob Yerushalmy, M.D., Hospitals, Aug., 1946, 
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have long observed that tuberculo- 
sis attacks the upper lobes of the lung by pref- 
erence. A physiological explanation for this fact has 
been advanced. This hypothesis, if accepted gen- 
erally, would put the standard treatment for tuber- 
culosis —bed rest—on a sound scientific foundation, 
and mark a significant advance in our knowledge 
of infection and therapy in tuberculosis. 


Apical Localization of Phthisis 

No discussion of human tuberculosis and its man- 
agement is complete or convincing unless it takes 
into account the fact that, in its inception and 
throughout much of its course, phthisis in adults is 
confined to the upper third of the lungs. Most 
members of white and many members of yellow 
racial groups are almost immune to tuberculosis 
except in this region. It is a remarkable fact that, 
even after the sputum and gastric washings contain 
bacilli consistently, pulmonary lesions for years may 
be limited to the upver third of the lungs. 

Exnvlanations of this curious vredilection for the 
apex have been unsatisfactory. Those who have most 
consistently urged bed-rest for the treatment of 
phthisis seem unconcerned with the apical localiza- 
tion and its significance in the pathology and ther- 
apv of tuberculosis. 

The relation of man’s erect posture to the physi- 
ological functioning of the lung is usually ignored. 
Recently published data cn blood pressures in the 
right ventricles of human hearts show that when a 
tall, long-chested individual is standing or sitting 
the pressure of the column of blood from the right 
ventricle to the apex of lungs is equal to or greater 
than the mean arterial pressure in the pulmonary 
arteries. Thus the flow of arterial blood will be 
greatly restricted or even absent at the anices of 
the lungs of most adults while they are in the erect 
posture. Nor at such times is tissue fluid or lymouh 
produced by filtration in this area since it reanires 
nearlv 15 mm. Hg pressure to overcome the differ- 
ence in esmotic pressure between the plasma and 
the pulmonary tissue fluid. 

As a result of the decreased flow of blood addition 
of carbon dioxide to and removal of oxvgen from 
alveoli in the apical region will be minimal. Tubercle 
bacilli reaching this tissue will be in an ontimal 
atmosphere to support their metabolism although 
this is probably not an important factor in apical 
localization. 

As long as the subject is sitting or standing, the 
pulmonary arteries can bring few antibodies to the 
apical region and removal of bacterial products hv 
lymph, or dilution by diffusion into the blood will 
be almost nil. Only when the patient is recumbent 
will these tissues be protected against accumulation 
of toxie substances. Removal of bacteria to the 
lymph nodes will be suspended during most of the 
waking hours, as will the replacement of antibodies 
and of monocytes from the blood. 

In view of these facts. it is not remarkable that 
active tuberculosis so regularly begins in this region, 
or that it shows a predilection for the tall. long- 
chested individual and the lively young people who 
get a minimum of sleep. Lack of rest is important 
in that it gives the bacilli the maximal number of 
hours of optimal growth conditions and the tissues 
the minimal number of hours when the neutraliza- 
tion and dilution of toxic products, and the supply 
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of antibodies and blood-borne phagocytes are as ade- 
quate at the apices as elsewhere in the lungs. 

The great frequency of silicotic lesions at the apex 
also may be due to the fact that dust particles 
reaching this region will be removed by phagocytes 
less rapidly, and the injurious substances will be 
diluted and removed more slowly than in other parts 
of the lung. 

This explanation of apical susceptibility is borne 
out by the statistics on the relationship of pulmo- 
nary tuberculosis and heart disease. Where the pul- 
monary circulation is depleted, as in cases of pul- 
monic stenosis, the incidence of active tuberculosis 
is high. Where there is pronounced mitral stenosis 
and the pulmonary circulation is engorged, cases of 
pulmonary tuberculosis are a rarity. This is not a 
matter of academic interest only. If the explanation 
given above is correct, obviously the ideal treatment 
of the early apical lesion is complete recumbency 
for most of the 24 hours. Clinicians who insist on 
“complete bed-rest” should realize that propping the 
patient up in bed for more than half an hour at a 
time interferes with the correct postural manage- 
ment. 

So long as bed-rest remains an empirical and non- 
specific form of therapy, it will be difficult to en- 
force it on intelligent people who feel well. An 
understandable, physiological explanation will make 
their cooperation more certain. To every adult with 
an apical lesion the hazards of the erect posture and 
the value of recumbency should be stressed. How- 
ever, complete bed-rest, with its attendant discom- 
fort and higher cost of nursing care, may not be 
superior to many hours of recumbency with brief 
periods out of bed. 

Prolonged bed-rest will be better borne if numer- 
ous and gradually lengthening periods of sitting up 
or strolling about can be alternated with recum- 
bency. A consideration of the pathogenesis of the 
apical and subapical lesions suggests that this may 
be sound practice in patients not prostrated by dis- 
ease. 

Apical Localization of Phthisis, William Dock, 
M.D., American Review of Tuberculosis, April, 1946. 


Postural Factors in Apical Tuberculosis 


The theory that apical tuberculosis is due to pos- 
tural ischemia accounts for its frequency in those 
young: adults, studious or playful or both, who get 
little rest and are continuously erect 14 to 20 hours 
daily. If accepted, this theory also explains why bed- 
rest alone is effective in so many of these cases but 
of much less value in those with pulmonary basal 
lesions or tuberculosis of the kidney, epididymis or 
skin. When patients are propped up in bed to read, 
ischemia of the apex is not abolished. The effective- 
ness of bed-rest is thus greatly increased by outdoor 
exposure during the day, as the breezes and bright 
light discourage reading and promote appetite and 
sleep by stimulating the skin and tiring the eyes. 
Where patients are outdoors during the day they 
spend the maximal number of hours quiet and com- 
pletely recumbent. However, it seems not impossible 
that brief intervals out of bed for meals and to fa- 
cilitate nursing would not unfavorably affect the 
“cure” and make it less demoralizing and costly. 

The new understanding of apical tuberculosis will 
make such therapy as complete recumbency easier 
for patients to accept. While awaiting specific anti- 
biotics capable of controlling this disease, physicians 
will welcome a reasonable explanation for the patho- 
genesis of apical tuberculosis and for the therapeutic 
method which is still the main reliance in dealing 
with the commonest cause of prolonged disability 
and of death among young adults. 

Editorial, Journal of the American Medical Asso- 
ciation, July 13, 1946. 
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MINUTES OF EXECUTIVE COMMITTEE 
MEETING 
April 13, 1947 

The Executive Committee of the Medical Society 
of the State of North Carolina met in the Hotel 
Sir Walter, Raleigh, North Carolina, on Sunday, 
April 13, 1947. The meeting immediately followed 
a meeting of all the committees of the Society and 
was called to order at 3:45 p.m. by President Copp- 
ridge, who presided. 

The following members were present: 

Officers: 

Dr. William M. Coppridge, Durham, president 

Dr. George Erick Bell, Wilson, first vice president 

Dr. James B. Bullitt, Chapel Hill, second vice 

president 

Dr. Roscoe D. McMillan, Red Springs, secretary- 

treasurer 

Councilors: 

Dr. Donald B. Koonce, Wilmington, Third District 

Dr. M. D. Hill, Raleigh, Sixth District 

Dr. D. M. McIntosh, Sr., Old Fort, Tenth District 

By proxy: 

Dr. Frank A. Sharpe, Greensboro, president-elect 

(Proxy voted by Dr. Coppridge) 
Dr. John Cotten Tayloe, Washington, Councilor, 
Second District (Proxy voted by Dr. Bell) 

Secretary McMillan stated that Dr. Rachel Davis, 
chairman of the Advisory Committee to the Auxil- 
lary, had brought up several inquiries from the 
president of the Auxiliary. The first concerned the 
advisability of the Auxiliary’s meeting at another 
time and place, in view of the shortage of hotel 
accommodations. After some discussion, Dr. Bell 
moved that the Executive Committee express the de- 
sire that the Auxiliary continue to meet with the 
Medical Society. This motion was seconded and 
carried. 

Secretary McMillan said that the next suggestion 
from the Auxiliary was that the Society members 
pay their wives’ dues to the Auxiliary at the same 
time they pay their own annual dues. A motion to 
ask the Auxiliary to continue collecting its own 
dues was seconded and carried. 

The last suggestion from the Auxiliary concerned 
a memorial to Dr. Paul McCain. After considerable 
discussion, Dr. Hill moved that a committee, with 
power to act, be appointed to confer with the Auxil- 
iary on this matter. President Coppridge appointed 
Dr. Koonce, Dr. Matheson, and Dr. MelIntosh as 
membeis of this committee. 

The report of Dr. Bell’s committee to secure an 
executive secretary was then discussed. This com- 
mittee recommended that the Society employ Mr. 
Edmund S. Swindell, Jr., as executive secretary, at 
a salary of $4,800 per annum and with an allowance 
for travel to be fixed by a committee consisting of 
the incoming president, the secretary of the Society, 
and the chairman of the Finance Committee. Fol- 
lowing some discussion, Dr. Koonce moved the adop- 
tion of the report, with the recommendation to the 
future officers that the office of secretary always be 
held by a member of the Society. Dr. Bullitt added 
an amendment specifying that the medical secretary 
be the immediate superior of the executive secre- 
tary. The amended motion was seconded and unan- 
imously carried. 

President Coppridge appointed Dr. Deryl Hart to 
serve on the committee to judge scientific exhibits, 
in the place of Dr. Howard Bradshaw, who was 
unable to attend the meeting at Virginia Beach. 

A motion to adjourn was seconded and carried. 
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NEW HANOVER COUNTY MEDICAL SYMPOSIUM 


A Medical Symposium will be held at Wrightsville 
Beach, N. C., August 22, 1947, under the sponsor- 
ship of the New Hanover County Medical Society. 
Speakers will be: 

Dr. Isaac A. Bigger, Professor of Surgery, Medical 

College of Virginia, Richmond. 

Dr. Hobart A. Reimann, Magee Professor of the 
Principles and Practice of Medicine, Jefferson 
Medical College, Philadelphia. 

Dr. John T. Williams, Assistant Professor of 
Gynecology, Harvard University, Boston. 

Dr. Carl H. Smith, Assistant Professor of Clinical 
Pediatrics, Cornell University, New York. 

Dr. Fred M. Hodges, Clinical Professor of Radiol- 
ogy, Medical College of Virginia, Richmond. 

The meeting will last from 11:00 a.m. until 10:00 
p.m., With intermissions for lunch, cocktails, and 
dinner. The entire program will be held at Lumina 
Pavilion. Headquarters and Registration Desk will 
he at the Ocean Terrace Hotel. A list of hotels and 
cottages appears below. Doctors who wish to attend 
the symposium but are unable to obtain accommo- 
dations should write the Housing Committee, Box 
203, Wilmington, N. C. 

Ocean Terrace Hotel _......$3.00 and up, single 

(European) 

7.00 and up, single (American) 

7.00 and up, single (American) 
6.00 and up, single (American) 
6.50 and up, single (American) 
3.50 and up, single (European) 


Kitty Cottage 
Landis Cottage 
Hanover Cottage 
Ocean Inn 
Atlantic Inn 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Resigning his position as instructor in the Duke 
University School of Medicine, Dr. E. G. Goodman 
returned to Wilmington to undertake the practice of 
internal medicine, allergy and hematology on July 1. 


Three members of the Duke University School of 
Medicine faculty have been appointed as expert con- 
sultants to the Surgeon General of the War Depart- 
ment. Dr. J. Lamar Callaway, professor of derma- 
tology and syphilology, serves as consultant in derm- 
atology; Dr. Elbert L. Persons, assistant professor 
of medicine and director of student health for men, 
is consultant in medicine; and Dr. Barnes Woodhall, 
professor of neurosurgery, acts in the capacity of 
consultant in neurosurgery. 


Promotions 

Dr. L. D. Baker—Professor of orthopaedics 

Dr. J. L. Callaway—Professor of dermatology and 
syphilology 

Dr. Robert Graves—Professor of neurology 

Dr. Barnes Woodhall—Professor of neurosurgery 

Dr. Philip Handler—Associate professor of bio- 
chemistry 

Dr. J. S. Harris—Associate professor of pediatrics 

Dr. B. Black-Schaffer—Assistant professor of. 
pathology 

Dr. D. G. Sharp—Assistant professor.of biophysics 
in experimental surgery and biophysicist to 
Duke Hospital 

Dr. J. T. Cuttino—Associate in pathology 

Dr. Max Schiebel—Associate in surgery 


New appointments 
Dr. George Margolis—Associate in pathology 
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STATE BOARD OF MEDICAL EXAMINERS 


The Board of Medical Examiners will hold a meet- 
ing on July 31, 1947, at the Atlantic Beach Hotel, 
Morehead City, for the purpose of interviewing can- 
didates for licensure by endorsement of credentials. 


NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


Deaths from all leading causes, except cancer and 
accidents, showed an appreciable decline during the 
first quarter of 1947, according to reports received 
by the Vital Statistics Division of the North Caro- 
lina State Board of Health. There was not a single 
death reported as the result of malaria, scarlet fever, 
or typhoid fever. Cancer fatalities numbered 635 
during January, February, and March as compared 
with 623 during the corresponding period of 1946, 
while accidents of all kinds resulted in 592 fatalities. 
against 539 the first quarter of the previous year. 


The most noteworthy feature of vital statistics 
reports compiled so far this year is the unprece- 
dented increase in the number of births. During the 
three months for which figures have been recorded 
with the State Board of Health 28,892 babies were 
born in North Carolina, as compared with 21,299 dur- 
ing the first quarter of 1946—a year which broke 
all previous records up to that time, with 100,595 
live births. 

Deaths from all causes in North Carolina totaled 
7,715 during January, February and March, this 
year, which was a decline of 233 under the total for 
the corresponding period of 1946. 


CATAWBA VALLEY MEDICAL SOCIETY 


The Catawba Valley Medical Society met at Lake 
Sylvia on June 19. Speakers on the program were 
Dr. Robert F. Bell, Dr. Boyce Griggs, Dr. J. F. 
Reinhardt, Dr. L. A. Crowell, Jr., and Dr. A. M. 
Cornwell. 


FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Thomas W. Baker of Charlotte was guest 
speaker at the June meeting of the Forsyth County 
Medical Society, held in Winston-Salem on June 10. 


HALIFAX COUNTY MEDICAL SOCIETY 


A film on “Nutrition” was shown at the regular 
monthly meeting of the Halifax County Medical So- 
ciety, held in Roanoke Rapids on June 13. 


ASHEVILLE GUIDANCE CLINIC 


The Asheville Guidance Clinic will suspend activi- 
ties for the summer. During this time patients 
should be referred to 3 Cumberland Circle, Asheville, 
telephone 5555-W. 


NEWS NOTES 


The Legion of Merit has been awarded to Col. 
John D. Yeagley, M.C., A.U.S., Winston-Salem, for 
his service as assistant director and later as director, 
Health and Sanitation Division, Institute of Inter- 
American Affairs, from February, 1943 to November, 


1945. 


SOUTHERN MEDICAL ASSOCIATION 


Mr. H. L. Williams of Birmingham has joined the 
headquarters staff of the Southern Medical Associa- 
tion as assistant to the secretary-manager, Mr. C. P. 


Loranz. 
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EYE, EAR, NOSE AND THROAT SEMINAR 


Correction 


The announcement published last month concern- 
ing the Eye, Ear, Nose and Throat Seminar to be 
held at Hendersonville on September 15, 16, 17, and 
18 erroneously stated that the first two days would 
be devoted to ophthalmology and the last two to 
otolaryngology. The sessions on otolaryngology will 
be held on September 15 and 16, and those on Sep- 
tember 17 and 18 will be devoted to ophthalmology. 

(BULLETIN BOARD CONTINUED ON PAGE 43s) 


AUXILIARY 


At the Virginia Beach Meeting of the 
Auxiliary the membership reached the all- 
time high of 1004 paid members. This does 
not include our honorary members—those 
women who have been members for twenty 
years or more. These valued members swell 
our ranks considerably more. Our increased 
membership gives us a boost for the new 
year and a real enthusiasm for the work 
ahead. 

The Executive Board for the year 1947- 
48 is as follows: 

Officers 
President—Mrs. W. Reece Berryhill, Chapel 

Hill 
President-Elect—Mrs. Raymond Thompson, 

240 Cherokee Road, Charlotte 
First Vice President—Mrs. Frederick Tay- 

lor, 1113 Johnson Street, High Point 
Second Vice President—Mrs. Watson Rob- 

erts, 1503 Pettigrew Street, Durham 
Corresponding Secretary—Mrs. Fred G. Pat- 

terson, Jr., 502 North Street, Chapel Hill 
Treasurer—Mrs. E. C. Judd, 2108 Woodland 

Avenue, Raleigh 
Recording Secretary — Mrs. David Cayer, 

Twin Castles Apts., Winston-Salem 


Chairmen of Standing Committees 


Program—Mrs. Harry L. Johnson, Elkin 

Public Relations—Mrs. Milton Clark, Golds- 
boro 

Legislative—Mrs. C. P. Eldridge, 1621 St. 
Mary’s Street, Raleigh 

Press and Publicity—Mrs. Coy Carpenter, 
958 N. Hawthorne, Winston-Salem 

Memorials—Mrs. H. H. Foster, Norlina 

Bulletin—Mrs. Wingate Johnson, 428 Strat- 
ford Road, Winston-Salem 

Hygeia — Mrs. Taylor Vernon, Broadoaks, 
Morganton 


AUXILIARY 


Historian—Mrs. Hubert Ogburn, 1806 West 
Market St., Greensboro 

Scrapbook—Mrs. R. A. Moore, 2415 War- 
wick Road, Winston-Salem 

Jane Todd Crawford Memorial—Mrs. C. S. 
Barker, 711 Broad St., New Bern 

Doctors’ Day — Mrs. Walter Summerville, 
2330 Selwyn Drive, Charlotte 4 

Councilor to Southern Medical Auxiliary— 
Mrs. Clyde R. Hedrick, Lenoir 

Stevens Bed—Mrs. G. M. Billings, Morgan- 
ton 

McCain Bed 
Chapel Hill 

Cooper Bed—Mrs. M. I. Fleming, 104 S. 
Franklin St., Rocky Mount 

Revisions—Mrs. J. Buren Sidbury, 15 North 
Fifth St., Wilmington 

Nominations—Mrs. George Carrington, 
Burlington 


Mrs. William Richardson, 


District Councilors 

First District—Mrs. Carlton A. Davenport, 
Hertford 

Second District — Mrs. Thomas Lee, 710 
Roundtree Avenue, Kinston 

Third District—Mrs. J. C. Knox, 1 Hy- 
drangea Place, Wilmington 

Fourth District—Mrs. J. W. Rose, Pikeville 

Fifth District—Mrs. A. L. O’Briant, Raeford 

Sixth District—Mrs. W. T. Ward, 1520 Carr 
St., Raleigh 

Seventh District—Mrs. Charles Nance, 1825 
EK. Seventh St., Charlotte 

Eighth District—Mrs. H. L. Johnson, Elkin 

Ninth District—Mrs. Alfred Kent, Jr., 
Granite Falls 

Tenth District—Mrs. 8. 8. Cooley, Black 
Mountain 


PHYSICIAN WANTED 


The community of Farmer in Ran- 
dolph County is in need of a physician. 
This is a thriving, thickly populated 
community within ten miles of a mod- 
ern, 100-bed hospital. Any doctor in- 
terested in locating here should com- 
municate with Miss Hope Hubbard, 
Farmer, N. C. 
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BOOK REVIEWS 


Osler’s Principles and Practice of Medicine. 
Edited by Henry A. Christian, A.M., M.D., 
LL.D., Se.D., Hon. F.R.C.P. (Can.), F.A. 
C.P. Ed. 16. 1539 pages. New York: D. 
Appleton-Century Company, 1947. 

Dr. Christian has brought to the writing of the 
sixteenth edition of the Principles and Practice of 
Medicine the same endowment that Sir William 
Osler brought to the writing of the first edition: 
unusual professional acumen sharpened by long 
clinical experience, and a lifetime of practice in 
imparting information to others. After more than 
fifty years, the latest edition of “Christian’s Osler” 
remains the outstanding single-volume textbook of 
medicine by a single author. The reader is inevitably 
impressed by the author’s wide range of medical 
knowledge, by his discriminating selection of salient 
points in the discussion of diseases, and by his 
clarity of description. 

The sixteenth edition is a worthy successor to a 
long line of notable publications. It measures fully 
up to expectations. 


Progress in Gynecology. Edited by Joe V. 
Meigs, M.D., Clinical Professor of Gynecol- 
ogy, Harvard Medical School; Chief of 
Vincent Memorial Hospital, the Gyneco- 
logical Service of the Massachusetts Gen- 
eral Hospital; and Somers H. Sturgis, 
M.D., Chief of the Vincent Memorial Hos- 
pital Laboratory; Assistant Surgeon, Mass- 
achusetts General Hospital. 552 pages. 
Price, $7.50. New York: Grune & Stratton, 
1946, 

The authors have collected authoritative papers on 
gynecologic subjects into a volume which permits 
anyone to bring himself up to date on the progress 
which has been made in the field of gynecology ii 
recent years. More than fifty experts have prepared 
papers dealing with subjects representing their 
particular interest in reseach and clinical work. The 
book is divided into ten major divisions, with the 
following titles: Growth and Physiology, Diagnostic 
Methods, Functional Disorders, Interrelationship of 
Endocrine Glands, Sterility and Reproduction, Infec- 
tions and Their Treatment, Benign Growths, Malig- 
nant Growths, Operative Technique, and Preopera- 
tive and Postoperative Care. 

A few of the subject headings of note are “Con- 
genital Abnormalities of the Female Reproductive 
Organs” by Emil Novak, “The Morphological and 
Endocrine Basis for Menstrual Bleeding” by J. E. 
Markee, “Transfusion with Particular Reference to 
the Rh Factor in Gynecology” by Louis K. Diamond, 
“Functional Excesses of Uterine Bleeding” by E. C. 
Hamblen, “Masculinization, Virilism, and Hirsutism” 
by J. P. Pratt, “Endometriosis” by Walter R. 
Holmes, “Pelvic Lymphadenectomy in the Treatment 
of Cervical Cancer” by Daniel G. Morton, and 
“Vaginal Hysterectomy” by A. D. Campbell. 

A sufficient number of illustrations are included 
to clarify major points in the text. 

This volume is carefully planned, and fulfills an 
important need of each of the special fields. Nhe 
highly specialized material has been carefully 
handled, so that it is readily applicable to problems 
occurring in generalized and specialized practice. 
It can be recommended to medical men, surgeons, 
gynecologists, and medical students as a ‘valuable 
addition to their library. 
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Diseases of the Chest: With Emphasis on 
X-Ray Diagnosis. By Eli H. Rubin, M.D., 
F.A.C.P., F.C.C.P., Attending Physician, Di- 
vision of Pulmonary Diseases, Montefiore 
Hospital and Country Sanatorium, New 
York; Visiting Physician in Tuberculosis 
and Physician-in-charge, Chest Clinic, Mor- 
risania City Hospital, New York. 685 pages, 
with 355 illustrations (24 plates in color). 
Price, $12.00. Philadelphia and London: 
W. B. Saunders Company, 1947. 

The vast amount of material on diseases of the 
chest contained in this volume makes it an excellent 
reference book for the internist, surgeon, and chest 
clinician. For the radiologist it is invaluable because 
of the author’s special emphasis on the roentgen- 
ologic findings in chest diseases. 

The subject matter is presented in a logical and 
orderly manner. In the discussion of individual dis- 
eases, the pathology, physiology, clinical symptoms, 
physical findings, roentgenologic features, differ- 
ential diagnosis, and accepted methods of treatment 
are thoroughly discussed and beautifully illustrated. 

Accurate descriptions of the diseases are given, 
and the author’s opinion of valuable therapeutic 
measures is outlined in the light of his own consid- 
erable experience. The many pertinent case reports 
and illustrations are well chosen. A complete bibli- 
ography is supplied for further reference on each 
disease. The book is printed on excellent paper with 
abundant illustrative material, beautifully repro- 
duced. 

The student, chest clinician, and roentgenologist 
will find this volume a ready source of accurate 
information to help solve the many difficult prob- 
lems encountered in chest disease. Dr. Rubin and 
the publishers are to be congratulated on this splen- 
did publication. 


A Textbook of Medicine. Edited by Russell 
L. Cecil, A.B., M.D., Se.D., Professor of 
Clinical Medicine, Cornell University Medi- 
cal College; Consulting Physician, New 
York and Veterans’ Hospitals; Visiting 
Physician, Bellevue Hospital, New York 
City. With assistance of Walsh McDermott, 
M.D., Associate Professor of Medicine, 
Cornell University Medical College. Asso- 
ciate Editor for Diseases of the Nervous 
System: Harold G. Wolff, M.D., Associate 
Professor of Neurology, Cornell University 
Medical College. 1730 pages, with 244 illus- 
trations. Price, $10.00. Philadelphia and 
London: W. B. Saunders Company, 1947. 

The fact that Cecil’s textbook has reached its 
seventh revision since the first appeared only twenty 
years ago is proof of its popularity. The seventh 
edition retains the double-column format of the 
sixth, as well as other desirable features, such as 
the table of normal values for clinical examinations. 
Sixteen new subjects are discussed in this edition, 
and so much new material has been added that it 
contains 164 more pages than did the sixth edition. 

With each successive edition, the wonder grows 
that the editor is able to round up articles from 162 
contributors and see that each one is ready in time 
to meet the publisher’s dead line. The feat was all 
the more remarkable this time because the task was 
begun in the midst of the war, when many of the 
authors were in service or working overtime at 
home. Nevertheless, the job has been well done, 
and the seventh edition is a worthy successor to its 
predecessors. Until the eighth edition comes out, it 
will probably be referred to more than any other 
medical book in existence. 
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Radical Surgery in Advanced Abdominal 
Cancer. By Alexander Brunschwig, M.D., 
Professor of Surgery, University of Chi- 
cago. 524 pages. Price, $7.50. Chicago: The 
University of Chicago Press, 1947. 


This monograph gives a frank and detailed ac- 
count of the personal experiences of the author in 
performing extensive operations for the extirpation 
of advanced abdominal cancer in 100 unselected pa- 
tients. The nonsurgical contraindications to radical 
resection of abdominal cancer, and the supportive 
treatment for patients undergoing these operations 
are discussed. Separate chapters are then devoted to 
the operations performed for malignant processes 
arising primarily in the stomach, small and large 
intestines, pancreas, liver, extrahepatic bile ducts, 
adrenal glands, and pelvic viscera. These discussions 
necessarily deal extensively with the removal of 
other organs which were involved by the spread of 
the original malignant process. 

All of the 100 cases reported in this monograph 
were well studied and well followed, and the opera- 
tive mortality in the group was 34 per cent. Seven- 
teen per cent of the entire number received no re- 
lief from the surgical operations performed, while 
30 per cent did receive some palliation. The remain- 
ing group of 19 per cent represents those who sur- 
vived for long periods following radical surgery. Of 
this group of 19 patients, 6 died of carcinoma after 
an average of thirty-three months, while 13 are still 
living and well, their average survival time being 
forty months. 

In operating upon these patients, Dr. Brunschwig 
undertook these resections with a purposeful dis- 
regard of the ordinary concepts of operability in 
intra-abdominal cancer. For this reason, the book is 
thoroughly stimulating, for it will cause all thought- 
ful surgeons to pause and reconsider their present 
ideas of what is operable and what is inoperable 
in intra-abdominal malignancies. It is far beyond 
the scope of this brief review to discuss the factors 
which Dr. Brunschwig considered in determining 
whether or not a given lesion should be resected. 
Furthermore, it is irrelevant whether the reader 
agrees or disagrees with the author’s lines of 
thought and procedure. The volume should be not 
only read but studied carefully by surgeons, for it 
introduces many new concepts and modifies others. 
All surgeons should take advantage of every avail- 
able means to cure or relieve patients with cancer 
by surgical methods until that happy day arrives 
when we shall have biologic methods for the early 
detection and adequate control of this dread disease. 


Textbook for Psychiatric Attendants. By 
Laura W. Fitzsimmons. 325 pages. Price, 
$3.50. New York: The Macmillan Company, 
1947. 

One of the most difficult problems in psychiatric 
training has been that of finding an adequate text- 
book for attendants. The present volume fills a long- 
felt need in presenting in a simple but intelligent 
fashion the basic essentials for psychiatric attend- 
ants. It begins with a brief section on the history 
of psychiatry and then leads the reader into a dis- 
cussion of psychiatric nursing, stressing the basic 
points which a beginner must know. A discussion 
of hospital routines, precautions, feeding and first 
aid is followed by a chapter on ward housekeeping 
and personal hygiene. Special therapies are de- 
scribed, and how-to-do-it routines are included in 
each instance. Nursing care for special disorders is 
outlined and simple treatment procedures are pre- 
sented in step-by-step listings. Finally, a chapter on 
definitions and explanations is given to round out a 
volume which will certainly find widespread usage in 
every psychiatric institution. 
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Postgraduate Obstetrics. By William F. 
Mengert, M.D., Professor and Chairman, 
Department of Obstetrics and Gynecology, 
Southwestern Medical College; Chairman, 
Obstetrics and Gynecology, Parkland Hos- 
pital, Dallas, Texas. 392 pages. Price, $5.00. 
New York: Paul B. Hoeber, Inc., 1947. 

The cover calls this volume “a treasury of prac- 
tical guidance for the family physician.” Dr. Men- 
gert points out in the preface that the physician 
in an average community delivers about eighteen 
hundred women at the annual rate of approximately 
fifty, and that he encounters relatively few of the 
severe complications of pregnancy. For this reason 
the space assigned a given subject is roughly in pro- 
portion to the frequency of its appearance. The 
methods of management and therapeutic measures 
suggested are based primarily upon the new rou- 
tines of Parkland Hospital in Dallas and those of 
the clinics of the State University of Iowa, with 
whichsDr. Mengert was previously associated. 

The author has succeeded admirably in collecting 
and presenting a wealth of material in a clear and 
concise manner. A large, clear print and numerous 
subheadings make clinical application of the text 
easy for the general practitioner. Each of the major 
subjects is presented with a distinct paragraph on 
the etiology, clinical course and symptoms, diagno- 
sis, and treatment. In addition, the management of 
the major complications is summarized in outline 
form in many chapters. 

Some clinics would question the recommendation 
of as much as 5 or 6 minims of obstetric posterior 
pituitary extract for the medical induction of labor 
(page 167), and the use of the intrauterine douche 
for the control of puerperal hemorrhage. 

An excellent index permits rapid reference to 
various clinical procedures. This book may be highly 
recommended for the general practitioner as well 
as for the medical student. 


Office Endocrinology. By Robert B. Green- 
blatt, M.D., C. M., Professor of Endocrinol- 
ogy, University of Georgia School of Medi- 
cine; Director, Sex Endocrine Clinic, Uni- 
versity Hospital, Augusta, Georgia. Ed. 3. 
306 pages, with 71 figures. Price, $4.75. 
Springfield, Illinois: Charles C. Thomas, 
Publisher, 1947. 

The author has attempted to condense the avail- 
able information on the endocrinology of the male 
and femaie generative systems into a concise and 
practical book. Little theoretical material is in- 
cluded; instead Dr. Greenblatt makes a direct ap- 
proach to the clinical symptoms commonly encount- 
ered, devoting little space to the diagnosis or differ- 
ential diagnosis of the pathologic lesion. 

He is more enthusiastic than most endocrinolo- 
gists in recommending the use of endocrine prepa- 
rations in the management of abnormal uterine 
bleeding, dysmenorrhea, and amenorrhea. He is 
specific in his recommendations for treatment of 
the various problems, including the exact dosage 
and schedule of treatment he considers proper. 

His generous recommendation of androgen therapy 
in the treatment of dysmenorrhea, the climacteric, 
and abnormal bleeding, and even in some cases of 
nocturia and loss of libido, is in contrast to the 
cautious administration of androgens usually fol- 
lowed in the special endocrine clinics. 

The general practitioner will receive much spe- 
cific instruction concerning the management of vari- 
ous genital endocrine problems in the male and 
female from a study of this book. He should be 
very careful, however, in his review of the contra- 
indications and cautions which Dr. Greenblatt in- 
cludes. 
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BARUCH COMMITTEE ON PHYSICAL MEDICINE 


Increased opportunities in rehabilitation for the 
23,000,000 Americans disabled by accident, disease, 
maladjustment and war, were forecast in the annual 
report of the Baruch Committee on Physical Medi- 
cine issued recently. The advancements in physical 
medicine and rehabilitation in the period covered by 
the report were termed of real significance in medi- 
cal history by the committee, composed of leading 
physicians and medical educators. 


One of the most significant items in the report 
was the announcement that the Advisory Board of 
Medical Specialties has approved the establishment 
of an American Board of Physical Medicine which 
will qualify physicians as specialists in this field 
of medical practice. Such specialists will be known 
as “physiatrists,” a designation which stems from 
the Greek words “physis,” referring to physical 
phenomena or agents, and “iatreia,” referring to a 
physician or healer. The term, which was recom- 
mended by the committee, has been adopted by the 
Council on Physical Medicine of the American Medi- 
cal Association, the American Congress of Physical 
Medicine, and the Society of Physical Medicine. 


A F or Shy, Nervous, Retarded Children £3 


a 


Year round private home and school for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, expert 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 
Entrance made at any time. Write for 
Booklet. 

Mrs. J. Bascom Thompson, Principal 


THE THOMPSON 
HOMESTEAD SCHOOL 
Free Union, Virginia 
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VETERANS ADMINISTRATION 


At least 16,000,000 veterans will come out of 
World War II, according to the latest Veterans Ad- 
ministration estimate. VA said the potential veteran 
population will increase until the official termination 
of the war, which has not been declared yet. 

By comparison, World War I produced 4,627,000 
veterans; the Civil War, 1,849,000 Union Army vet- 
erans, and the Spanish-American War, 381,000 vet- 
erans. This makes a combined total of 6,857,000 for 
the three wars, or considerably less than one-half of 
the minimum estimated for World War II alone. 


UNITED STATES PUBLIC HEALTH SERVICE 


Dr. R. R. Spencer has resigned as Chief of the 
National Cancer Institute of the U. S. Public Health 
Service. Dr. Leonard A. Scheele, formerly Assistant 
Chief of the Institute, succeeds Dr. Spencer. 

Dr. A. C. Ivy has been appointed executive director 
of the National Cancer Advisory Council, succeeding 
Dr. George M. Smith, Professor Emeritus of Yale 
University, who resigned some months ago for rea- 
sons of health. 

* 

“The Hospital Act and Your Community,” a book- 
let authorized last year by the Hospital Survey and 
Construction Act, tells in simple terms what the 
Act means. It should be especially valuable to any 
group or community that wants to build a hospital 
but does not know how it goes about getting federal 
aid for construction. Single copies are available free 
on request to the U. S. Public Health Service, Wash- 
ington 25, D. C. Larger quantities may be purchased 
at 10 cents a copy or $7.50 per hundred from the 
Superintendent of Documents, Government Printing 
Office, Washington 25, D. C. 


AMERICAN HEART ASSOCIATION 


Dr. Arlie R. Barnes, Chairman of the Board of 
Governors of the Mayo Clinic, Rochester, Minn., has 
been elected president of the American Heart Asso- 
ciation for the 1947-48 term. Dr. Tinsley R. Harri- 
son, Professor of Medicine, Southwestern Medical 
College, Dallas, Texas, has been named president- 
elect. Other officers include Dr. Carl J. Wiggers, 
Cleveland, Ohio, vice president; Samuel Harrell, 
Indianapolis, treasurer; and Dr. Harry E. Unger- 
leider, New York City, secretary. Mr. Harrell is the 
first non-physician to serve as an officer of the 
American Heart Association. 


HOYE'S SANTTARIUM 


In the Mountains of Meridian 
Meridian, Mississippi 


Diagnosis and treatment of mild nervous 
and mental diseases and alcoholics. Nar- 
cotic cases admitted on payment of $300.00 
on admission for four weeks treatment. 
Shock Therapy (Insulin, Metrazol, Electro- 
shock). Other approved treatments. Pa- 
tients too violent, noisy and untidy not 
accepted. Morphine addicts not accepted 
under any circumstances. Consulting 
physicians. 


DR. M. J. L. HOYE, Supt. 


Fellow of the 


American Psychiatric Association 
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